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The problem was 


to provide neutral, soluble aspirin 
in stable tablet form 


The therapeutic advantages of the calcium salt of aspirin over aspirin 
itself have been repeatedly stressed in medical literature. Being an 
acid substance of low solubility, aspirin may act as a gastric irritant. 


By contrast, calcium aspirin is neutral and highly soluble. Calcium 
aspirin, however, has its own defects. It is an unstable compound, and 
its presentation in stable and palatable form has challenged research 
workers for many years. 


The difficult problem of the preparation of calcium aspirin in stable 
and palatable form has at last been soived 
in Disprin. 

Disprin has all the valuable properties 
of aspirin—analgesic, antipyretic and anti- 
rheumatic and, being soluble, it is more rapidly 
absorbed and consequently more speedy in 
its therapeutic effect. Thus Disprin embodies ee 
the virtues both of aspirin and of calcium — 
aspirin without certain defects which hither- 
to have restricted the usefulness of these 
two preparations. Disprin rapidly dis- 
solves in water to yield a solution of 
calcium aspirin, neutral, stable 
and palatable. 
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SEGMENTAL PULMONARY RESECTION* 
F.R.C.S.. M.R.C.P. 


Cape Town 


The aim of this paper is to describe the present-day 
operations of pulmonary resection and the nomenclature 
of the broncho-pulmonary anatomy, on which they are 
based. 

When resection operations of lung tissue were initially 
performed, procedures were limited to either the removal 
of the entire lung or the removal of a lobe. Surgical 
ability, and anaesthesia, improved with consequent 
changes in surgical techniques, and with the progress of 
time thoracic surgeons commenced to remove parts of 
lobes. This removal was at times haphazard because, as 
yet, no definite plan had been outlined for the removal or 
resection of specific segments of lung tissue. Anatomists, 
in their study of the structure of lung tissue from specially 
prepared casts, discovered that there was a pattern in the 
development of the lung. This pattern indicated that, not 
only was there a careful distribution of bronchial tissue 
to particular parts, but the vascular pattern corresponded 
closely to that of the bronchi and in fact there were a 
certain number of broncho-vascular segments to each lung 
Furthermore, with the clinical application of broncho- 
graphy, it was possible to localize lesions to particular 
parts of the lung fields from their appearance on the chest 
X-ray films. Naturally, as workers throughout the world 
continued their surgical and anatomical investigations, a 
variety of nomenclatures developed. A recent international 
gathering, in an attempt to provide a universal nomen- 
clature, decided on one which embraced most of the points 
and names previously used in medical literature. The 
importance of a universal nomenclature is self-evident as 
a lesion may often be localized in a particular segment. 
the name of which is unknown to the worker 

For the purposes of accurate localization of a pulmonary 
lesion, the affected lung should be well filled with an 
opaque material, such as iodized oil, and good postero- 
anterior and lateral X-ray films should be available. 
When both lungs are filled with opaque material at the 
same time two oblique views will be necessary, as a lateral 
view would then provide a palimpsest. It is not enough, 
for example, to state from a bronchogram that a patient 
has bronchiectasis of the base of a lung. The exact 
anatomical distribution should be described in order that 


*A paper read at the South African Medical Congress, 
Johannesburg, September 1952 


treatment can be directed towards the removal of the 
affected part. 


BRONCHO-PULMONARY ANATOMY 


The right lung is said to consist of 10 segments. The 
left lung, however, consists of only 9 segments due to the 
fact that part of the left side of the chest is occupied by 
the heart. An apical, a posterior and an anterior bronchus 
lie in the upper lobe of each side. On the right side the 
middle lobe has a lateral and a medial bronchus. This 
middle lobe corresponds to the lingular portion of the 
upper lobe on the left side and lying in this lingular portion 
there are superior and inferior bronchi. The lower lobes 
again are very similar, there being an apical bronchus, an 
anterior basal, a lateral basal and a_ posterior basal 
bronchus on each side, with the addition only on the right 
side of a medial basal bronchus (cardiac bronchus). 

This classification is simple and corresponds to the 
anatomical distribution of the bronchi (Figs. 1 and 1a), 
and, if it were universally accepted, there would be no 
difficulty in the recognition of the situation of pulmonary 
lesions. 

It is not, however, enough to be capable of recognizing 
the situation of a lesion on films, whether they be straight 
films or bronchograms, because many patients will not 
require bronchography. It is equally important to be able 
to recognize a lesion on bronchoscopy and, therefore, it is 
necessary for the investigator to carry out this procedure 
with cognisance of the limitation of the range of 
inspection, e.g. the lateral or medial bronchi of the middle 
lobe are seldom visible though occasionally it is possible 
to see the openings of these bronchi through the ordinary 
bronchoscope. Similarly it is not possible to see much 
more than the openings of the apical and the anterior 
lateral and posterior bronchi of the lower lobe. What is 
far more important, however, is that the bronchoscopist 
can recognize distortions of the normal anatomy and thus 
be able to localize lesions, without necessarily seeing any 
conclusive evidence of them. Furthermore, he may often 
find that there are changes in the appearances of the 
mucous membrane of a bronchus or in the width, mobility 
and position of a structure such as the carina, or in the 
bifurcation of the trachea. It follows, therefore, that not 
only must the thoracic surgeon have a good knowledge of 
the radiographic appearances of chest lesions, be well 
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Fig. 1. Bronchogram of the right lung (lateral view) 
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versed in the interpretation and reading of films, but he 


must also have a sound knowledge of bronchoscopy I 
am in full agreement with the British surgeons who state 
that thoracte surgeon should perform his ow 
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bronchoscopic treatment so 
frequently depends on what is visualized at bronchoscopy. 
tat the surgeon, who is the one who ultimately must make 
the decision on the type of surgical treatment, should 
personally have instituted the bronchoscopic procedure. | 
am also of the opinion that it is essential for the thoracic 
surgeon to see every histological section of tssue which he 
removes at bronchoscopy, before any surgical procedure ts 
embarked upon 


investigations Subsequent 


SURGICAL APPROACH TO SEGMENIS 


Thoracic surgeons vary in their method of approach to 
the pulmonary segments, but perhaps the most usual ts the 
placing of the patient in the prone or face downwards 
position. In certain parts of the world the lateral position 
is greatly favoured and in yet other centres the surgeons 
prefer to work from the front. The of the 
prone position is that in the event of troublesome secre- 
tions being present, it is a simple matter to remove them 
by altering the position of the operating table without 
much affecting the patient's own position. A variety ot 
Operating tables have been devised in order to facilitate 
the approach to the lung in the prone position The 
essential principle in all cases is to secure an exposure 
large enough to ensure a good view of the operation field 

In many cases the lung ts attached to the chest wall 
and diaphragm by dense adhesions, and, prior to surgical 
resection, these adhesions should be divided to allow ot 
free mobilization of the lung. A cardinal rule should 
to attempt to establish the normal anatomical position 
before proceeding with any surgical manoeuvre. Con- 
sequently, in all instances, it 1s advisable to free the lung 


advantage 


be 


from its surrounding attachments and, if possible, to 
outline the interlobar fissures. 
At one time it was believed that the most difficult 


resection would be the removal of the left upper lobe. 
because the great vessels in order to reach this lobe passed 
through much of the substance of the lower lobe. The 
anatomists, in their demonstration of the structures of the 
pulmonary hilum, made it obvious that the removal of a 
lobe, or even a pulmonary segment, depended on the ability 
to demonstrate the broncho-vascular pattern. To put it 
simply— if the bronchus, pulmonary artery and pulmonary 
vein to each segment could be demonstrated, then it was 
possible to remove that segment. 

The first step in the operative procedure is, therefore, the 
exposure of the pulmonary artery. On the left side. this 
vessel is found in the fissure between the upper and lower 
lobes, close in under the arch of the aorta. It is easy to 
understand why the anatomists originally thought that 
removal of the upper lobe was difficult because the main 
stem of the artery entering the apical segment of the lower 
lobes, seems to disappear into that lobe. In reality, what 
happens is that the artery divides into its branches as 
follows: the apical artery and two basal branches to the 
lower lobe are the main arteries to this lobe, whilst the 
three main segmental arteries. together with the lingular 
artery, supply the upper lobe (Fig. 2). When the artery 
to the segment to be resected has been ligatured and 
divided, the next step is the division of the vein draining 
that segment. The inferior pulmonary vein supplies the 
lower lobe and is the more easily accessible vessel. The 
superior pulmonary vein supplying the upper lobe is 
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situated in an anterior position and usually is more difficult 
to demonstrate. The bronchus and its divisions are seen 
within the substance of the lung tissue after the pulmonary 
arteries have been exposed. 

When the broncho-vascular structures to the particular 
segment have been divided the anaesthetist is requested 
to distend the lung. The atlected segment is then stripped 


Fig. 2. Bronchogram of the left lung showing bronchiectasis 
of the entire lower lobe and all the segmental bronchi of 
the normal upper lobe 


otf from the lobe while simultaneously the visceral pleura 
is divided with scissors. It is surprising how easily the 
segments separate. A raw surface is left behind which, at 
first, oozes slightly, but soon stops with a minimal escape 
of air from this surface. The repair of the bronchus 
requires care. Ordinarily, I paint the bronchus stump with 
carbolic acid and alcohol, as in dealing with an appendix 
stump. This end having been cleaned, the stump is 
repaired in such a way as to infold the bronchus into a 
*U’* shaped pattern. Mattress sutures of non-absorbable 
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nylon thread are used to transfix the stump and a flap of 
parietal pleura is mobilized and spread across it to give 
added support and protection. 

The above technique can be applied to any one of the 
segments of either side with slight modifications due to the 
anatomical variations. Generally at the conclusion of the 
operation, a mixture of antibiotics is placed in the pleural 
cavity, which is drained for about 48 hours. The patient 
receives a blood transfusion during the surgical procedure. 
The actual operative mortality rate is very small, being in 
the neighbourhood of |-{%. Frequently, however, an 
operation which commences as a segmental resection 
terminates as a lobectomy because, even though the 
operation may be planned beforehand from the history and 
radiographic appearances, enlarged lymph glands may so 
have altered the local anatomy that it becomes impossible 
to dissect out the branches of the major vessels without 
injuring the main trunk. 

From the appearances of the bronchial hilum, in 
patients on whom I have’ performed resections for 
pulmonary tuberculosis, | am of the firm conviction that 
many of the * bronchogenic spreads’ of the disease are 
truly the result of evacuation of a lymph gland into the 
pulmonary artery, leading to infection of the part supplied 
by that artery. If, however, such a lymph gland discharges 
itself into a vein, a disseminated or miliary tuberculosis 
results. We so often operate on tuberculous patients, with 
copious sputum, without a_ resultant bronchogenic 
spread’ that | am forced to think that plugging of the 
bronchi with infected mucus must be an_ infrequent 
occurrence. 


PHYSIOLOGICAL RE-ARRANGEMENT AS A RESULT OF REMOVAL 
OF LUNG TISSUE 

Removal of lung tissue brings about changes in the 
respiratory as well as the circulatory systems, and, in order 
to assist in an understanding of the re-arrangement which 
must necessarily ensue, a brief résumé of the functions of 
these two systems has been inserted. 

1. Respiration supplies adequate quantities of oxygen and 
removes carbon dioxide from the body. ; : 

2. Respiration varies according to the chemical reaction of 
the blood 

3. Respiration maintains the oxygen tension of the blood. 

4. Respiration is concerned with the maintenance of normal 
body temperature 

5. Respiration is associated with the maintenance of the 
tissue fluids. 


This last feature, which is infrequently discussed, is of 
cardinal importance to the thoracic surgeon. Let us deal 
with these statements seriatim: 


1. If functioning lung tissue is removed a greater strain 
falls on the remaining parenchyma. Consequently the respira- 
tion rate increases in order to maintain the ordinary gaseous 
exchanges. This is important as after any thoracic surgical 
operation, there is some diminution in the vital capacity, 
which tends to diminish still further the normal gaseous ex- 
changes, resulting in a further increase in the respiration rate. 

2. Following on alteration in respiration, there may well 
be a change in the pH of the blood. The body attempts 
to maintain a steady reaction by the elimination of more acid 
or more alkaline urine. In many cases, however, alteration in 
the blood chemistry is associated with alterations in the 
respiration rate, so that, here again, if the pH of the blood 
moves over to the more acid side, normally there will be an 
increase in the respiratory rate. Subsequent to a pulmonary 
resection, such a rate would naturally increase still further 
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% One of the functions of respuwation is the maintenance 
ot the ordinary oxygen exchange so that in order to maintain 
normal levels of oxyhaemoglobin, respiration would have to 
increase following removal of part of the lung tssue 

Ihe last two points, however, concern those interested in 
thoracic surgery, namely the maintenance of body temperature 
and the maintenance of tissue fluid equilibrium 

4. Heat can be lost from the body by respiration and when 
the temperature of the body is increased, the respiration rate 
increases corresponding!y 

§. It is stated that more fluid is eliminated from the bod) 
during the 24 hours of the day via the lungs, than via the 
kidneys. Consequently, if there is diminution of the lung 
tissue as a result of surgical resection, elimination of fluid 
from the body may be so reduced as to lead to retention of 
tissue fluids. Obviously, other mechanisms come into opera- 
tion in an attempt to compensate for this, ¢.g., there 1s in- 
creased urinary output and increased sweating. In the post- 
operative state, however, these functions of the body may be 
diminished. Accordingly, if the body is unable to lose an 
adequate amount of fluid through the lungs and simultaneousls 
excretion by sweating and through the renal system is reduced. 
there would be a tendency for tissue fluids to increase even 
to the stage of * water-logging.” 


CIRCULATORY SYSTEM 


The maintenance of a normal blood pressure is dependent 
on several factors: 

1. The quantity of blood discharged from the left ventricle 
must be equal to the quantity of blood which arrives in the 
heart to prevent ‘a build up’ occurring in the heart and 
lungs 

2. The venous return is dependent, amongst other things, 
on the negative pressure in the pleural cavities, resulting from 
ordinary respiratory movements 

The heart action, rate and output depend, to a large extent, 
on the blood chemistry, as well as the body temperature. and, 
therefore, variations in these factors can materially influence 
the normal cardiac functions 

One must remember that in order to maintain an adequate 
circulation, all the blood must pass through the pulmonary 
bed. If this bed is decreased, as it would be by resection of 
part of the lung tissue, then the remaining lung tissue must 
perforce carry more blood To carry this example to an 
extreme—if too much lung tissue is removed the residual lung 
tissue may be so overtaxed as to become engorged, leading to 
a pulmonary oedema which may terminate fatally 

The maintenance of a steady cardiac output, normal 
respiratory action, proper body temperature and fluid 
balance are factors of importance in the post-operative 
period. 

I trust that I have shown that it is of the utmost 
importance to assess a patient thoroughly, bearing all these 
factors in mind, before a pulmonary resection is under- 
taken The assessment of a patient requires certain 
investigations. Firstly let us consider the cardiac function 
Before a patient undergoes a major thoracic operation it 
iS important to establish whether any abnormality exists 
in the cardio-vascular system, e.g. in a case with myocardial 
damage the patient’s heart may be quite unable to stand 
the strain of a major operation. Cardiac weakness or 
arrhythmias should be determined prior to operation, not 
only by clinical investigation, but also by electrocardio- 
graphic examination. 

The vital capacity is also of importance. A patient with 
too small vital capacity may become seriousl) 
there is a further substantial reduction 
following on the operation. We do know that any thorack 
Operation brings about some reduction in the vital capacity 
and, therefore, if there is also removal of 
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lung tissue, an 
even greater reduction is produced A good working rule 
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is to remember that every patient probably requires at 
least 10 c.c. of vital capacity per pound of body weight. 
1.e. a patient of 140 Ib. weight requires at least 1.400 cc 
If a patient of this weight has only 1,500 c.c. vital capacity 
initially, he is quite unsuitable for a pulmonary resection. 
which procedure may reduce his vital capacity well below 
the basic level, thereby converting him into a respiratory 
cripple. 

Following on a pulmonary resection a variety of pro- 
cedures may be carried out to assist in the obliteration of 
the remaining pleural space. To achieve this object, many 
surgeons perform a phrenic paralysis with induction of a 
pneumoperitoneum, after the operation, thereby permitting 
the remaining lung tissue to fill the space completely. My 
view is that a phrenic paralysis helps to reduce the pleura! 
space, but at the expense of the venous return, so that this 
procedure may actually lead to embarrassment of the 
circulation. Also the phrenic paralysis frequently inter- 
feres with the cough mechanism so that in the post- 
operative state the patient is not able to get rid of secre- 
tions by coughing. These secretions, in turn, may cause 
atelectasis of the lung tissue, which still further reduces the 
patient’s respiratory capacity. 

It is, | presume, unnecessary to mention that where there 
is disorganization of the body chemistry, as in diabetes. 
any surgical procedure on the chest may be harmful unless 
this biochemical upset is corrected before operation. Not 
only must the patient’s urine be examined for the presence 
of sugar and ketone bodies, but careful examination must 
be made to exclude the presence of any renal defect which 
would interfere with the normal excretion of urine. 


INDICATIONS FOR THE RESECTION OF PULMONARY SEGMENIS 


The advances in technique in thoracic surgery and 
anaesthesia have led to the formulation of new basic 
principles. Perhaps the most important lies in the 


emphasis on the conservation of normal tissue. In the 
past, the surgeon frequently removed an entire lobe of the 
lung when only part of it was affected by disease. This. 
as we now know, was largely due to an incorrect and 
imperfect knowledge of the anatomy of the pulmonary 
segments. As surgical technique improved, it became 
possible, when the disease process involved both lungs, to 
remove pulmonary tissue from both sides. The treatment 
of bronchiectasis has been revolutionized by the technique 
of segmental resection. 

Accurate locaiization of bronchiectatic areas by broncho- 
graphy. followed by the segmental resection of the affected 
parts, first on one side and at a subsequent operation on 
the other side, has aided in the cure of many sufferers 
The incidence of bronchiectasis is far greater than most 
physicians realize, and, in my personal experiences in m\ 
own Chest Unit. we are constantly having to deal with 
this disease. 

Pulmonary tuberculosis is a which intimately, 
concerns most thoracic surgeons and, with the advent of 
the new technique of pulmonary resection, more and more 
cases are coming under treatment. Good radiographs and 
complete radiographic filling frequently enable one to 


disease 


determine the exact situation of a tuberculous lesion and 
many surgeons now carry out resections of the affected 
experience 


segments. My indicates. however, that seg 
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mental pulmonary resection in pulmonary tuberculosis is 
not a satisfactory procedure. It is not possible to deter- 
mine the exact extent of the tuberculous infiltration of the 
lung tissue until gross changes have occurred, e.g. the 
apical segment of the lower lobe may appear to be the 
sole site of a tuberculous lesion and yet microscopic 
eXamination of the remaining lobe may demonstrate 


Fig. 3. Bronchogram showing a tuberculous lesion in the 
apical segment of the upper lobe of the right lung 


numerous areas of infiltration (Fig. 3). Furthermore. one 
cannot determine the exact extent of the disease by pal- 
pation at operation. At this stage it 1s worth recording 
that frequently, bronchography indicates that a bronchiec- 
tatic process has involved a particular area, which at 
operation appears normal to inspection and palpation. I 
have found to my cost, that when I have left such normal 
ippearing lobes untouched. I have later discovered that 
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they were, in reality, truly 
resection. 

Conditions, such as lung abscess, hydatid cyst infection 
and doubtful tumours can also be treated by segmental 
resection. It is, however, most important to by-pass the 
operation of segmental resection if carcinoma Is suspected 
If doubt exists either a lobectomy or even a pneumonec- 
tomy is the treatment of choice. 

There is perhaps one exception to this rule. If an 
elderly adult suffering from a carcinoma of a lobe were 
to have a low vital capacity or a history of some myocar- 
dial damage, then the major operation of lobectomy or 
pneumonectomy should be avoided if possible. Simple 
resection of the affected lobe will allow of an improved 
immediate prognosis as it is not such a strain on the patient 
as the above-mentioned major procedures. 


bronchiectatic and requiring 


MANAGEMENT OF THE POST-OPERATIVE PERIOD 


It is surprising that there is not a continuous leak of air 
from the raw segments of the residual lung lobes follow- 
ing on pulmonary segmental resection. When, however. 
one recalls that the resection involves the removal of an 
entire broncho-pulmonary segment, this can be understood 
There is no crossing of bronchi from one segment to 
another and each segment is entirely independent, so that 
when it has been removed and its bronchus has been 
repaired, there is no chance of air leakage from the 
adjacent segment. Generally there is a fair amount of 
exudation following operation so that post-operative 
drainage of the chest is an imperative procedure. The 
drainage tube, which is usually left in position for forty- 
eight hours, can be removed after this period if the 
secretions are not excessive. Breathing exercises should be 
commenced at an early date and the patient should be 
encouraged to use his chest muscles as soon as possible 
Experience has shown that the sooner the breathing exer- 
cises are started, the sooner the patient regains normality 

RESULTS OF 


SEGMENTAL PULMONARY RESECTION 


The operative risks of segmental pulmonary resection are 
slightly higher than for an ordinary lobectomy because 
the operation takes a little longer and is usually more com- 
plicated. The mortality rates are nevertheless still so small 
that the operation has become a standard procedure. The 
complication of broncho-pleural fistula does not occur 
more often than following an ordinary lobectomy and is a 
danger which may, to a large extent, be avoided by the 
use of antibiotics and the proper technique of surgical 
closure of the bronchus 


SUMMARY 


The anatomy of the pulmonary segments is described and 
a plea is made for the use of a standardized nomenclature 
The pulmonary segments and the approach to them are 
described, as well as some of the difficulties in their sur- 
gical removal. The principles underlying pulmonary 
resection are conservation of normal lung tissue and the 
removal of only the affected parts. The scope of pul- 
monary resection has been extended to patients who are 
either not fit enough to undergo a more extensive resection 
or who bilateral pulmonary operations 
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MEDICAL USES FOR RADIO-ACTIVE SUBSTANCES 


In United States research centres, scientists are finding 
radio-active materials produced in atomic 
nuclear reactors—-machines which are 
make ordinary materials 


new uses tor 
plants by 
radiation and can 


energy 
sources ol 
radio-active 

One example of such usefulness may be found in the 
study of the effect of pyrethrum, an insecticide, when it ts 
inside the body of insects. Such knowledge might help 
to develop synthetic substitutes that would be just as 
ellective. 

Pyrethrum is made from certain kinds of dried 
chrysanthemums. An outstanding advantage of the com- 
pound is that flies have not built up an immunity to it 
as some species of flies have done to DDT, usually a 
very effective insecticide. This seeming lack of resistance 
to pyrethrum is being investigated at the University of 
California on the U.S. West coast and at other institutions. 

Radio-active pyrethrum and allethrin—a synthetic com- 
pound similar to pyrethrum—are being used to trace their 
killing action on flies. The course of these compounds 
when they are made radio-active may be traced through 
the insect’s body by sensitive instruments. Significant 
findings are the establishment of where the compound 
goes when it is in the insect’s body, and how long it will 
stay in the body. 

Pyrethrum is made radio-active by growing chrysan- 
themums in an air-tight greenhouse containing radio-active 
carbon dioxide gas. Since plants use carbon dioxide for 
growth, the pyrethrum made from these chrysanthemums 
contains radio-active carbon. 

Other scientists using similar methods have studied how 
digitalis works when used in the treatment of heart disease. 
Digitalis is made from the leaves of a species of the fox- 
glove, or digitalis, plant. Scientists have grown foxgloves 
in an atmosphere containing radio-active carbon dioxide. 
The drug made from these plants can be easily traced in 
its course through the body. 

Radio-active materials also play an increasingly impor- 
tant part in the analysis of blood within the body when 
it is desired to learn how much of a patient's blood should 
be replaced by transfusion. The finding can be made 
quickly and accurately by sample of the 
patient’s blood with radio-active iodine or phosphorus 
The sample is re-injected and allowed to spread through the 
body. Following this, a new blood sample reveals how 
much the radio-active substance has been diluted in the 
blood stream. The blood volume is determined on the 
basis of the extent of dilution. 
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MEDIESE GEBRUIKE VIR RADIOAKTIEWE STOWWE 


In navorsingsentrums in die Verenigde State vind weten- 
skaplikes nuwe gebruike vir radioaktiewe stowwe wat in 
atoomenergie-installasies deur kernreaksie-masjiene voort- 
gebring word. Hierdie masjiene is bronne van straling en 
kan gewone stowwe radioaktief maak. 

Een voorbeeld van sodanige gebruik kan gevind word 
by ‘n studie van die uitwerking van piretrum, ‘n insek- 
dodende middel, wanneer dit binne die liggaam van insekte 
is. Sulke kennis mag meehelp om sintetiese plaasver- 
vangers te ontwikkel wat net so effektief sal wees. 

Piretrum word van sekere soorte gedroogte asters 
gemaak. ‘n Uitstaande voordeel van die mengsel ‘. dat 
vliee nie onvatbaarheid daarteen opgebou het nie, soos 
sommige soorte vlieé teen DDT gedoen het, wat gewoonlik 
‘n bate doeltrettende insekdodende middel is. Die oénskyn- 
like gebrek aan weerstand teen piretrum word aan die 
Universiteit van Kalifornié aan die Weskus van die 
Verenigde State en by ander inrigtings ondersoek. 

Radioaktiewe piretrum en alletrin—‘n sintetiese ver- 
binding soortgelyk aan piretrum—word gebruik om hulle 
dodende uitwerking op vlieé na te gaan. As hierdie ver- 
bindings radioaktief gemaak word, kan hulle gang deur 
die insek se liggaam met gevoelige instrumente gevolg 
word. Belangrike bevindings is die vasstelling van waar 
die verbinding gaan as dit in die insek se liggaam is, en 
hoe lank dit in die liggaam sal bly. 

Piretrum word deur groeiende asters in ‘n lugdigte broei- 
kas wat radioaktiewe koolsuurgas bevat, radioaktief 
gemaak. Aangesien plante koolsuurgas gebruik om te 
groei, bevat die piretrum wat van hierdie asters gemaak 
word radioaktiewe koolstof. 

Ander wetenskaplikes het met die gebruik van soort- 
gelyke metodes gebestudeer hoe digitalis werk wanneer dit 
met die behandeling hartkwaal gebruik word. 
Digitalis word gemaak van die blare van ‘n soort vinger- 
hoedjie—of digitalisplant. Wetenskaplikes het vinger- 
hoedjies in ‘n atmosfeer wat radioaktiewe koolsuurgas 
bevat, gekweek. Die geneesmiddel wat van hierdie plante 
gemaak word, kan maklik op sy pad deur die liggaam 
gevolg word. 

Radioaktiewe stowwe speel ook alhoemeer ‘n_ belang- 
rike rol by die ontleding van bloed binne die liggaam, 
wanneer dit verlang word om vas te stel hoeveel van ‘n 
pasiént se bloed deur oortapping vervang moet word. Die 
bevinding kan gou en akkuraat gemaak word deur ‘n 
monster van die pasiént se bloed met radioaktiewe jodium 
of fosfor te behandel. Die monster word weer ingespuit 
en toegelaat om deur die liggaam te versprei. Hlierna 
bewys ‘n nuwe bloedmonster tot hoe ‘n mate die radio- 
aktiewe stof in die bloedstroom verdun is. Die hoeveel- 
heid bloed word op die basis van die mate van verdunning 
bepaal. 
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for the relief of skin irritation 


The ability of Benadry! to relieve the itching and irritation that 

accompany many allergic and non-allergic skin affections, has led 
¢ A L A D R Y L to its widespread use by local application. 

Caladrsl" combines Benadryl with calamine in the form of a 


creamy and non-greasy lotion. Its soothing, antipruritic and mildly 


analgesic action is of particular value in alleviating sleeplessness 


and the impulse to scratch the affected part in cases of skin 
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Bottles of 4 and 80 fluid ounces 


PARKE, DAVIS & COMPANY, LIMITED «usa * HOUNSLOW, MIDDLESEX, ENGLAND 


Further information from any branch of LENNON LTD 


d 
: 
hy 
Fi 
a» 
NS 
J 
\ 
= 
ay 
a 
. 


S.A. Mepicat JourNnat 3 January 1953 


issued tn 


containers of 


ach containing 


g amphetamine 


*‘Benzedrine’ Tablets 


in: Enuresis 


Tablets 


Behaviour Disorders 
of Children 


\ 


X 


Narcolepsy 
Psychopathic States 
Depressive States 
Alcoholism 


Post-encephalitic 


Parkinsonism 


Dysmenorrhoea 
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A wide range of conditions that are 
frequently encountered in everyday practice 
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Stuumulation of the central nervous system is 
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are rightly regarded as a fundamental drug in 
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To-day more radio-active substances are being used 
igainst cancer. For the past few years thyroid cancers 
have been treated with radiations from radio-active iodine 
Such treatment is possible because iodine will concentrate 
in the thyroid gland. 

Recently it has been found that phosphorus tends to 
sccumulate in the bone marrow, so radio-phosphorus now 
tlso has a limited use. 

Radio-active colloidal gold (fine gold particles suspended 
in a liquid) has been used to treat pelvic cancer surgically 
inaccessible. 

Radiations from radio-active cobalt are 
trated on one particular cancerous area. This is not so 
feasible with standard radium treatment. In addition, the 
cobalt is less expensive and easier to administer. 

Radio-active substances are also used for skin cancer 
A piece of blotting paper is saturated with a solution ot 
radio-active phosphorus and taped to the body. The radio- 
active rays attack the cancer cells. 

It is clear that many new techniques of diagnosis and 
treatment are now being developed which may add con- 
siderably to the power we shall have to control disease 


olten concen- 


DECORTICATION 


IVAN BARNAI 


Decortication is a term applied by Delorme in 1896' to 
signify the operation of removal of a shell or false mem- 
brane encapsulating the lung. The first operations of this 
type were apparenily performed by Fowler * on 7 October 
1893, and Delorme* on 24 January 1894. Previously it 
had been noted at autopsy that the lung beneath the 
thickened membrane in chronic empyema was frequently 
normal and that expansion was prevented more often by 
this compressing external agent than by any defect in the 
lung itself. At autopsy on a case of tuberculous empyema 
Delorme * had similarly discovered a leather-like fibrous 
membrane over the lung, the lung itself being healthy and 
capable of inflation, and on this finding he devised the 
operative liberation of the lung from what Grey Turner 
was later to call ‘a coat of mail’. 

Gradually, however, the term pleurectomy became 
employed in describing the removal of this membrane or 
peel, and the erroneous idea became prevalent that the 
lung was bound down by a thickened pleura. However, 
Dowd,’ Lilienthal® and others appreciated the true 
pathological nature of this limiting membrane, but their 
views did not appear to receive universal acceptance until 
recent years. In 1915 Lilienthal * described his operation 
of major intercostal thoracotomy with lung mobilization, 
and he attempted the operation in cases of both acute and 
chronic empyema, removing a thick layer of organizing 
fibrin. or a more organized and developed membrane. 


*A paper read at the South African Medical 


Johannesburg, September i952 


Congress, 
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Vandag word meer radioaktiewe stowwe teen kanker 
gebruik. Vir die laaste paar jaar is skildklierkanker met 
bestralings van radioaktiewe jodium behandel. Sodanige 
behandeling 1s moonthk want jodium sal in die skildklier 
Neersiag vorm. 

Dit was onlangs bevind dat fosfor geneig is om in die 
beenmurg op te hoop, sodat radio-fosfor nou ook ‘n 
beperkte gebruik het. 

Radioaktiewe kolloidale goud (fyn gouddeeltjies wat in 
‘n vioeistof dryf) was gebruik om kanker van die bekken, 
wat chirurgies onberykbaar is, te behandel. 

Bestralings van radioaktiewe kobalt word dikwels op ‘n 
bepaalde kankeragtige oppervlakte gekonsentreer. Dit is 
nie sO moontlik met standaard radiumbehandeling nie 
Boonop is die behandeling met kobalt goedkoper en mak- 
liker om toe te dien. 

Radioaktiewe stowwe word ook vir velkanker gebruik. 
‘n Stukkie vloeipapier word met ‘n oplossing van radio- 
aktiewe fosfor deurweek en aan die liggaam vasgeplak. 

Dit is duidelik dat baie nuwe tegnieke van diagnose en 
behandeling nou ontwikkel word wat aansienlik mag by- 
dra tot ons vermoé om siekte te beheer. 


OF THE LUNG* 


Addington Hospital and King George V Hospital 
Durban 


from the visceral pleura, but counselled against separating 
the lung from the mediastinum and pericardium. Violet * 
appreciated that in certain cases satisfactory removal of 
the peel could not be performed, and inflation of the lung 
could not be obtained because of chronic fibrosis of the 
lung, or because of considerable destruction due to lung 
abscess, bronchiectasis, etc. He noted that prolonged delay 
in deciding to decorticate often rendered the operation far 
more difficult technically, and he recommended that 
surgical treatment should be instituted as soon as the 
empyema had lost its spontaneous tendency to cure, viz. 
when the parietal and visceral walls of the empyema sac 
remained rigid and apart, and further expansion of the 
lung could not be obtained. 

The operation fell into disrepute, and at the commence- 
ment of the last War its status was roughly as follows 
The operation was but rarely employed and when under- 
taken was performed essentially for chronic pyogenic 
empyema, and in long-standing cases less than 50% were 
improved because of marked and close attachment of the 
peel to the visceral pleura and the lung, and because of 
chronic fibrotic changes or other pathology in the lung. 
No doubt operative damage to the lung accounted for 
numerous failures. Technically, the peel was removed only 
from the outer surface of the lung, and little attention was 
paid to freeing the lung on its pericardial, mediastinal and 
diaphragmatic surfaces. In addition, lack of adequate 
anaesthesia, chemotherapy, and blood replacement made 
the operation a very formidable one, and mitigated 
against success. During the last War the operation of 
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decortication 


was frequently performed for clotted 
haemothorax and early post-traumatic pyogenic empyema, 
and the operation emerged as one of ready applicability 
and by the end of the War it had become an established 
surgical procedure 

It is only in the past few years that the operation has 
become recognized as applicable to cases of tuberculous 
empyema. However, Eggers ° in 1923, in presenting a large 
series of decortications in chronic empyema, mentioned 
that he had performed the operation in 11 cases which were 
later discovered to be tuberculous empyemata. Three of 
these were considered cured, and he later deliberately per- 
formed decortication in a further 6 cases, the results being 
apparently satisfactory in 3. This procedure, however, 
was not widely doubt due to the high 
incidence of tuberculous spread encountered, which was 
probably due to the lack of adequate antibiotic cover, and 
in addition anaesthetic and other facilities as they are 
to-day, were not available. Many were of the opinion that 
the peel in cases of tuberculous empyema was very firmly 
adherent and that decortication would be technically very 
difficult or impossible and fraught with immediate danger 
to the patient, and with the possibility of disastrous dis- 
semination of the disease. In addition, it was anticipated 
that persistent tuberculous sinuses would develop. 

The attack on tuberculous empyema centred around 
collapsing the parieties on to the lung and thus attempting 
to obliterate the empyema space by performance of 
thoracoplasties and operations of the Schede type. This 
often resulted in the persistence of the infection, dis- 
charging sinuses and the development of amyloid disease. 
This is not surprising as the peel in many cases is so thick 
that even the performance of total thoracoplasty cannot 
always compress it and obliterate the empyema space. In 
1947 Gurd of Montreal '® reported 3 successful decortica- 
tions in tuberculous empyema, and at the same time 
Mulvihill '' reported a successful decortication by inter- 


accepted, no 


costal thoracotomy in a case of non-expanding lung 
following the abandonment of a_ therapeutic artificial 
pneumothorax. These communications were followed by 


numerous further reports in the literature. Most of the 
earlier fears and gloomy forebodings had not eventuated 
and a recent report by the Sub-Committee on Surgical 
Treatment of Diseases of the Chest‘? revealed general 
acceptance of the principles of applying decortication to 
cases of tubercle. The following statistics were presented 
(Table 1), poor results being obtained only in cases of 
mixed empyema. 


AIMS OF THE OPERATION 


1. The Prime Aim is to Obliterate the Empyvema Space. 
If we obtain inflation of the lung and re-adherence to the 
parieties without the formation of individual pockets, the 
infection invariably subsides. Even in the presence of 
pyogenic or tuberculous organisms primary healing usually 
results, no doubt aided by the exhibition of the appropriate 
antibiotics. In addition, by this excision of the peel we 
remove infected tissue which frequently contains organisms 
entrapped and beyond the reach of antibiotics. In this 
way we hope to forestall the possible development of 
amyloid disease 

2. To Improve Pulmonary Function. ft the collapse is 
not of very long standing, and there is no gross pulmonary 
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Results 
No. Good Fair Poor Deaths 
Unexpandable lung 
(a) Simple decorti- 
cation 35 33 0 2 0 
(b) Decortication 
plus resection 13 12 1 0 0 
(c) Decortication 
plus thoraco- 
plasty ms 3 3 0 0 0 
Tuberculous empyema 
(a) Simple decorti- 
cation 3 2 l 0 0 
(b) Decortication 
plus resection 2 2 0 0 0 
(c) Decortication 
under thoraco- 
plasty with 
resection a 3 2 0 0 I 
Mixed Empyema 
Simple decortica- 
tion 7 2 0 2 3 
Total 66 56 2 4 4 


pathology we can confidently expect considerable restora- 
tion of function. In long-standing cases it is difficult to 
anticipate the possible degree of return of function, 
although it has been suggested that in many cases this may 
be poor even although the lung has expanded completely. 
Reinflation of the lung does not necessarily imply that 
increased ventilation occurs, although it has been suggested 
that considerable restoration of function frequently results, 
often following a latent period of some months. We have 
not controlled our cases with detailed pulmonary function 
studies, but there is no doubt of the improved clinical well- 
being of the majority of these cases. Further investigation 
of the degree of physiological improvement is still required. 

3. Attempts at Natural Cure. Nature will attempt to 
diminish the empyema space by movement across of the 
mediastinum, crowding of the ribs, and elevation of the 
diaphragm. The displacement of the mediastinum in par- 
ticular is often a grave handicap to the patient, with 
resultant stress on the heart, and with the development of 
over-distension and emphysema of the opposite lung, and 
in young persons with the possible development of 
scoliosis. It is important to attempt to prevent these 
undesirable sequelae. Even if obliteration of the space 
appears to be occurring at the expense of a markedly 
deviated mediastinum, decortication of the lung is still 
indicated. 

INDICATIONS 


Irrespective of the etiological factor, the operation can be 
applied to any condition in which the lung is prevented 
from full expansion by reason of its being bound down by 
a thick membrane. In cases of clotted or infected 
haemothorax and in recent pyogenic empyema with 
development of a fibrino-plastic peel, the indication is 
clear-cut, once conservative measures fail. 

In pyogenic empyema results are usually more favour- 
able in the post-traumatic variety than in the type which 
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has developed in association with pneumonia, lung abscess, 
bronchiectasis, etc. The pertinent factor is probably the 
amount of lung destruction. In long-standing chronic 
empyema which has not healed despite adequate drainage. 
the procedure is worth while attempting, although success 
will not always be obtained. 

In cases of tubercle the operation is indicated irrespective 
of whether tubercle bacilli are demonstrated or not in the 
empyema contents, and regardless of the presence of secon- 
dary infection. If cavitation is still present, decortication 
is sull indicated as a preliminary step in further treatment. 
In cases of non-expansion of the lung following abandon- 
ment of a therapeutic pneumothorax, the procedure is 
again indicated to obliterate the pneumothorax space and 
to prevent marked displacement of the mediastinum. One 
assumes that the pneumothorax is being abandoned on the 
presumption that the disease in the collapsed lung is healed. 
If a non-effective pneumothorax is being abandoned and 
non-expansion results, the decortication will still be 
required. 

It has been generally assumed that in due course close 
fibrous attachment develops between the peel and the lung 
and pleura, resulting in greater technical difficulties in its 
removal. In clotted haemothorax, for instance, 3-6 weeks 
is considered the optimum time for operation as further 
delay will result in increased difficulties. Two of our cases 
in this category had a history of a year and I8 months 
respectively, and yet the peel was stripped with great 
facility. The length of time the peel has been present 
should not influence the selection of cases. 

In tuberculous cases we believe that close adherence only 
occurs over the site of clear-cut lung pathology. The 
disease involves the pleura either over the site of marked 
lung involvement and cavitation, or from a minute sub- 
pleural focus. The pleura reacts by pouring out an 
exudate, the fibrinous element being deposited upon the 
walls of the newly developed space. Organisms can nearly 
always be detected at this stage in the fluid or the peel if 
intensively sought for, as mentioned by Robin.'* The 
fibrin usually becomes organized in due course, and may 
also show degeneration and even caseation. However, the 
pleura beneath is generally intact, and connected to the 
peel by thin areolar connective tissue. Possibly in some 
cases a mixed infection causes a spread directly involving 
the lung and pleura, resulting in marked adherence of the 
membrane. The ease with which the pee: is removable 
does not appear to be related to the length of time it has 
been present. but rather to the extent of any peripheral 
lung damage. We have been pleasantly surprised to 
discover in many long-standing cases that the peel has been 
separable from the underlying lung with comparative ease. 
and we know of no criteria by which the feasibility of 
decortication can. with exactitude, be determined pre- 
operatively, and therefore we conclude that a case 
presenting the picture of a lung hindered from full expan- 
sion by a so-called thickened pleura should be explored 
and decortication attempted. In the majority of cases the 
operation will be feasible, while if it proves to be impos- 
sible, alternative measures such as thoracoplasty can be 
performed and nothing has been lost. 

Naturally, conservative treatment is first employed. 
Repeated aspirations, without allowing the ingress of air, 
are first performed. and streptokinase and streptodormase 
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instilled, if necessary, in order to keep the empyema con- 
tents fluid, and to allow of aspiration, also to facilitate the 
action of the antibiotics. Any organisms which are isolated 
are tested for their sensitivities to the various antibiotics, 
and those indicated are employed, both by injection into 
the empyema, and parenterally. 

Many cases present as an empyema without definite 
evidence of its origin. Investigation is carefully made for 
evidence of tubercle. Repeated sputum examinations, 
gastric lavage, and bronchoscopy, and if necessary, 
bronchial lavage is performed. The underlying lung is as 
fully investigated as possible by tomography and broncho- 
graphy, although caution must be employed in inter- 
preting the findings in the latter investigation, as the 
bronchi in the atelectatic lung are apt to suggest appear- 
ances indicating bronchiectasis. The detection of a bron- 
chial stricture would indicate that the lung is unlikely to 
inflate. Ideally we should have X-ray films taken before 
the development of the empyema, but usually we are not 
so fortunate as to have this evidence available. We thus 
attempt to ascertain whether there is any evidence of active 
tuberculous disease and whether there are any factors 
indicating that the lobe or lung is unlikely to expand 
Provided no marked peripheral fibrosis is detected, we can 
confidently assume that decortication of the lung is likely 
to succeed. 

If tubercle, lung abscess, broncho-pleural fistula, ete., is 
evident in the underlying lung, the question of resection in 
addition to decortication should be considered. Physio- 
therapy and breathing exercises are an essential part of the 
conservative regime as well as being employed before and 
after operation. 


TECHNIQUE 


We employ the face-down position and our anaesthetists 
are convinced that the operation is tolerated better thus 
than in the lateral position. 

Closed circuit anaesthesia is employed, with nitrous 
oxide and oxygen following sodium pentothal induction, 
and supplemented by intravenous Pethidine, Curare, and 
Procaine. 

We have preferred to remove a rib, although many 
employ an intercostal incision. However, the ribs are 
usually crowded, triangular in shape, and often overlap- 
ping, and we have found that the resection of a rib greatly 
facilitates the exposure. In our earlier cases we frequently 
removed, in addition, short posterior segments of the rib 
above and below. The parietal peel is then stripped off the 
chest wall over as great an area as possible, and a rib 
spreader introduced. The parietal stripping is continued as 
far as possible, haemorrhage not usually proving very 
troublesome. In 2 cases this parietal stripping was not 
possible at this stage, and it was necessary to enter the 
empyema sac immediately. Generally we defer opening 
into the sac as long as possible. The peel is then stripped 
medially and a marked thickening is usually present where 
the parietal peel becomes reflected over the lung as the 
visceral peel. However, at this site it is usually easy to 
enter the plane between the visceral peel and the lung, and 
in our experience is easier than incising the visceral peel 
directly on to the lung and then developing the plane of 
separation. In 2 cases there have been areas of very close 
adherence to the lung. and we have not removed these 
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Duration Drainage Underlving 
of tube or lung or other 
Case Race tee Sex FEmpvema Sputum Empvema Aetivlogs sinuses details Results 


LED Bantu 14 Iiyears TB Pyogenic cocci Probably Tube drain- Apical scarring Complete ex- 
TB —ve TB age 6 fistula pansion. Parietal 
empyema months sutured at peel not re- 


operation moved. 


2.C.M Indian 35 I 1 year TB —ve TB --ve TB Poor expansion 

prev. ve empyema post-op. Spread 
on right. Death 
4 months later. 


IK Bantu 26 M S years TB—ve_ St. aureus and Pyogenic Rib re- Bronchiectasis Very good. Sinus 
albus section 6 ~— Rt. lower lobe healed after 2 

months months. Parietal 

peel not re- 


moved. 


4.T.S Indian 27 M 4years TB-—ve_ B. pyocvaneus Mixed Several Scarring at Complete ex- 
prev. + ve Haem. strep. empyema sinuses apex pansion. 
chest wall 


5. A.N. Bantu 26 M 4years | TB —ve TB +ve — Mixed Tube drain Previous cavi- Upper lobe not 
Pyogenic cocci empyema age l year tation upper decorticated 
lobe Persistent sinus. 


6. J.P Bantu 0 6 ve TB ve TB Empyema Complete ex- 
months empyema pansion. 


7, WOK Bantu 21 M Ii years ve TB + ve Mixed Multiple Presenting as Complete 
Pyogenic cocci empyema sinuses Empyema pansion. 
chest wall, necessitatis 
| year 
Coloured 48 M livears ve TB —ve Clotted Old stab Complete ex- 
Pyogenic cocci infected wound pansion. 
haemo- 
thorax 
Indian 26 | M lyear TB+ve TB +veand Mixed Cavitation Plus lobectomy. 
Pyogenic cocci empyema upper lobe Developed Br- 


PI fistula. Death 
6 months later. 


10. T.Z. Bantu 21 M l year | TB —ve TB + ve TB Complete eX- 
empyema pansion. 
1. S.D. Bantu 25 | M_ 1th years} TB —ve TB + ve TB Complete ex- 


empyema pansion. 


Bantu 


2) years} TB —ve TB + ve Mixed | Tube drain- Complete ex- 


prev. + Staphylococci empyema | age 2 years pansion. 
139.S.N. Bantu 24 | M lyear | TB —ve TB —ve TB - Complete ex- 
| prev. + vel empyema pansion. 
14. 3S. Bantu | 28 | M l year | TB —ve | TB +ve TB Complete eX- 
empyema pansion. 
1S. E.D. Bantu 29 M 7 TB —ve TB —ve > Amoebic Sinus axilla History of Complete ex- 
months Pyogenic cocci liver ab- | leading to amoebic pansion. 
scess rup- liver dysentery 
turing into followed by 
pleura preliminary 
emetine 


16. E.M. Bantu 24 I 2 years TB -—ve TB —ve TB Scarring at Complete ex- 
prev. empyema apex pansion. 


17. BLM. Bantu 26 M ‘th years; TB -—ve TB ve TB Scarring at Complete ex- 
prev. empyema apex pansion. 


TABLE 2 
| 
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PANAH AMIN 


The established treatment for 
pernicious and other macrocytic 


Further evidence that the therapeutic action of liver extract 
in pernicious and other macrocytic anwmias depends upon 
the presence not only of a primary factor, vitamin Bj), but 
upon the presence also of accessory factors, was presented by 
several speakers at the recent International Congress of Hemat- 
ology held at Cambridge (see Lancet, September 23rd, 1950, p. 2 
Until the part played by these factors, both primary and accessory, 1 
Crystals of vitamin > clearly defined, the use of Anahemin, which for over a decade via 
——— ana proved to be completely effective therapy, ts both rational and in the best 
interests of the patient. Every batch of Anahemin is clinically tested before issue. 


“A N AC O BI N ; Solution of PURE crystalline vitamin B,, 


Occasionally, cases of pernicious anemia arise which cannot be treated satisfactorily, even with Anahemin, 
because of hypersensitivity. For the temporary treatment of such cases Anacobin is available. 


Further information is available on request. 
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For Diseases Common in the 
Tropics and Subftropics ... 


Tropical disease differs from that found in temperate climates in many 


details, but the same classes of organisms produce disease in both 
AUREOMYCIN has been found highly effective when given by mouth 


in infections caused by Gram-negative and Gram-positive cocci and bacilli, 


and against infections caused by the rickettsiae, virus-like organisms and 


spirochetes 


Evidence has recently been offered indicating that certain 


viruses and some of the protozoa may also be attacked by this antibiotic. 


AUREOMYCIN has many advantages over other chemotherapeutic agents 


It has a wide range of therapeutic activity ; it may be effectively administered 


orally 


it is very well tolerated and shows little tendency to provoke 


allergic reactions or to further the development of drug-resistant strains 


of micro-organisms. 


4U REONMYCIN has been reported clinically effective in 


Leishmaniasis 

Kala-azar 

Onental Sore 

South American Muco- 
cutaneous Leishmaniasis 


Relapsing Fevers 
Rat-Bite Fever 
Leptospirosis 
Weil's Disease 
Tropical Skin lcerations 
Granuloma Venereum 


Throughout the world, in 
ever hel of medicine, 
4{UREOMYCIN is recoe- 
ed as the broad-spectrum 


hn 
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Louse-borne Typhus 
Trench Fever 
Murine Typhus 
Rocks Mountain 
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Ivphus Fever of India 
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Undulant Levers 


Intestinal Fluxes 

Cholera 

Bacillary Dysentery 

Amoebic Dysenters 

Amoebrc Hepatitis 

Other Protozoal and 
Metazoal Dysenternes 
and Diarrhoeas 


Leprosy 
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(Continued ) 


Duration 
of 
Empyema 


Race >| Sex Sputum 


Bantu 1 year TB —ve TB 


Bantu 3 vears TB TB 


prev. 


Bantu 


20. M.M. I} years TB 


Empvema 


ve Clotted 
Pyogenic cocci 


ve Mixed 
Pyogenic cocci 


Underlying 
lung or other 
details 


Drainage 
tube or 
fetivlogs sinuses Results 
Parietal peel 
incompletely 
removed 


Complete 
infected pansion, 
haemo- 
thorax 


Impossible to 
decorticate 
Thoracoplasty 
performed. 
Patient well. 


empyema 


TB Complete 
empyema pansion. 


areas, but have continued the dissection around them. 
Finger dissection is, in our experience, the easiest method 
of separating the peel, but sharp dissection is occasionally 
necessary. The peel is often leather-like and unyielding, 
and when mobilized, is frequently incised in any direction 
which assists further dissection. In many cases the peel 
can be removed in a single cast, although difficulty in its 
removal is frequently encountered over the diaphragm, at 
the apex, and in the costo-phrenic sulcus. In a few 
instances where the peel has been very adherent at these 
sites we have not persevered with attempts at complete 
removal. We believe it is preferable to attempt the 
removal of the parietal peel for the following reasons: 

1. As described, it simplifies the technique of removing 
the visceral peel. 

2. We consider it inadvisable to allow this frequently 
infected tissue to remain behind and possibly allow of toxic 
absorption or the development of sinuses. 

3. It seems logical to assume that better function of the 
chest wall and increased excursions of the diaphragm will 
result. 

However, this is by no means certain, and it is claimed 
that the parietal peel will disappear of its own accord 
The mediastinal and pericardial surfaces of the lung and 
the fissures are then adequately freed, usually being 
adherent by filmy fibrous tissue. The anaesthetist then 
applies positive pressure, and care is taken to remove any 
thin sheets of membrane which might still be present and 
possibly causing infolding of the lung. This is usually 
required on the inferior surface of the lower lobe. 
Usually full inflation of the lung is obtainable at this stage, 
but in several cases has not been obtainable immediately, 
and has been delayed for a few days. Two water-seal 
drainage tubes are employed. | posterior and 1 anterior. 
Damage to the surface of the lung is usually minimal, but 
if minor damage has occurred we have not generally found 
it necessary to attempt to suture the leaks. Gross leaks 
should naturally be sutured and film foam may be used as 
reinforcement. 

Post-operative bronchoscopy is employed as a routine 
and the patient is encouraged to cough and clear his 
bronchial tree of any secretion as soon as he regains con- 


sciousness, and active breathing exercises are practised 
under the control of the physiotherapist. If difficulty is 
experienced with viscid sputum, intravenous sodium iodide 
is injected as recommended by Baker, Roettig and Curtis.'* 

Drainage is continued by the water-seal, and if indicated, 
active suction employed in addition. The tubes are allowed 
to remain until drainage ceases—usually 4 or 5 days. Any 
loculated collections of air or fluid are aspirated by 
needling. Early ambulation is encouraged. 


PRESENT SERIES 


Our series comprises 20 cases treated in the past 3 years 
at King George V Hospital. Table 2 summarizes briefly 
the history and salient findings in each case. We have had 
no cases of decortication for non-expandable lung follow- 
ing on abandonment of artificial pneumothorax (technically 
the least difficult group), as pneumothorax treatment has 
been but rarely employed in Durban in the past 5 years, 
and treatment by postural rest, para-amino-salicylic acid 
and streptomycin, and now the isonicotinic acid hydrazides 
being preferred. We have no Europeans in this series, no 
doubt due to the absence of the morbidity often encoun- 
tered in pneumothorax treatment. The few cases seen in 
Europeans all responded to conservative therapy. Only 
3 of the tuberculous cases occurred following pneumo- 
thorax treatment, the rest having developed spontaneous 
empyemata. There were 10 cases of tuberculous 
empyema, results being excellent in 9. Case 2 had 
unsatisfactory expansion post-operatively despite good 
inflation at thoracotomy. A flare-up occurred on the 
opposite side, and the patient went steadily downhill and 
died 4 months later, despite intense medical treatment. 
There were 6 cases of mixed empyema; results were 
excellent in 3. In Case 5, the left upper lobe was not 
decorticated, as a large cavity had been demonstrable 
previously in this lobe, and it was considered inadvisable 
to allow it to re-expand. A persistent sinus resulted and 
an 8-rib thoracoplasty was performed. A small sinus has 
persisted, and has just recently shown signs of healing after 
2 vears. A part from this annoyance he is well and 
working. Case 9 was operated upon against our better 
judgment. A mixed empyema was associated with a large 
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ind tuberculous endobronchitis 
bronchopleural fistula developed and a 
was performed. Steady deterioration con- 
tinued and death occurred 6 months later. This ts the only 
case in the series in which a lobectomy was performed in 


the decortication, and in which a_ positive 


upper lobe cavity 


Untortunately a 
thoracoplasty 


sddition to 
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sputum was present at the time of operation. In several 


later cases the combination of decortication plus resection 
was contemplated but obliteration of the empyema cavity 
was successfully accomplished by conservative measures 
When resection was eventually performed it was necessary 
to tree the lung from a thick membrane enveloping it 


Left empyema 
Pre-operative bronchogram 
Post-operative bronchogram 


(technically a decortication) but we have not included these 
cases In our series. 

In Case 19 decortication was impossible, the peel being 
very adherent and the lung proving very friable, and con- 
siderable laceration occurred. Decortication aban- 
doned and an eight-rib thoracoplasty performed and water- 
seal drainage instituted. The patient is well, despite the 
fact that a sinus ts still present 3 months after operation 
This is the only case in which decortication was found to 
be technically impossible 

There were only 4 cases of pyogenic empyema: this ts 
doubtless due to the fact that King George V Hospital ts 
responsible essentially for the treatment of tubercle. Two 
cases of clotted infected haemothorax. one ot 
18 months’ duration and one of 12 months’ duration. Both 
results were excellent. Case 15 appeared to have followed 
n amoebic liver abscess which had ruptured into the 
pleural cavity: pveogenic bacteria but no amoeboe were 
detected in the pus. The result was very satistactory. 

3 was a pyogenic empvema of 5 years’ duration 
with a bronchiectasis of the right 
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lower lobe.  Rib-resection had been performed and 
adequate drainage instituted for 6 months; he had become 
i chronic invalid. Decortication gave an excellent result 


despite the face that the bronchiectatic lobe did not expand 
completely and a sinus developed 2 months after operation, 


ViR GENEESKUND! 13 


but closed 6 weeks later. He has been well for the 
past 2! years and has very littke sputum despite his 
bronchiectasis. Technically this operation was rather 
difficult and it was not deemed prudent to resect the 
bronchiectatic lobe 


Fig. 4. 
Fig. 
lie. 6 


Case 3. On admission. 
Case 3. Pre-operative bronchogram 
Case 3. After decortication. 


Seven cases presented discharging sinuses. Apart from 
the case just mentioned, spontaneous healing occurred 
within 2 to 3 weeks. Average operating time was 1! to 
2 hours and approximately 2 pints of blood were required 
for transfusion during operation. Prior to discharge all 
the tuberculous cases were carefully assessed for evidence 
of residual disease. 

Thus, of the 20 cases, 16 can be considered as excellent 
results, 2 required thoracoplasty but well, and 
2 eventually died. 


are 


ILLUSTRATIVE CASES 


Case 1 E. D. Bantu male, aet. 44. Pneumonitis and 
pleuris) two years previously, followed by persistent cough 
and sputum, and one small haemoptysis. Loss of weight and 
asthenia No positive evidence of tuberculosis detected 
Repeated aspiration of anchovy coloured pus from left 
empyema, negative for tubercle. Bronchogram demonstrated 
upper lobe bronchiectasis. Intercostal tube drainage 6 
months. At decortication broncho-pleural fistula demonstrated 
in upper lobe and sutured. Figs. 1-3 demonstrate the 
empyema and pre-operative and post-operative bronchograms 

Case 3. J. K. Bantu male, aet. 26. Empyema right chest 
periodical! ispirated since 1944. Referred King George V 
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Hospital January 1949 Very ill, marked clubbing of fingers. occurred. Patient was discharged on 29 November 1949 but 
Thick pus aspirated with difliculty from right basal empyema. returned on 4 January 1950, pyrexial, and with a discharging 
S. aureus and albus isolated. On 6 January 1949 small seg- sinus in centre of operation scar. Sinus explored and small 
ment of 10th rib resected and tube inserted. Approximately pleural pocket of pus encountered and drained. Healing 
2 pints of foul pus were removed. Bronchograms revealed occurred six weeks later. Patient well and working. Fig. 4 


bronchiectasis in right lower lobe. Despite adequate drain- shows X-ray film on admission and Fig. 5 shows a later 
age, improvement did not result. Decortication was performed  bronchogram. Fig. 6 shows the post-operative result. 
with difficulty on 4 November 1949 and primary healing Case 4. T. S. Indian male, get. 27. Artificial pneumothorax 


Fig. 7. Case 4. Massive empyema with compressed 
lung. 


Fig. 8. Case 4. After aspiration. 
Fig. 9. Case 4. After decortication. 


induced 1945 for right apical disease. Soon developed fluid 
which became purulent. Treated by repeated aspirations in 
two other institutions until admission to King George \V 
Hospital in July 1949. 

Fig. 7 shows right lung completely compressed by a large 
empyema 

Sputum: T.B.-ve. Several discharging sinuses on chest 
B. pvocvaneus and Strep. haem. isolated from the empyema 
pus 

Fig. 8 reveals X-ray after repeated aspirations. Broncho- 
scopy revealed slight redness of right upper lobe orifice. No 
evidence of bronchial stricture. Decortication performed 11 
November 1949. Parietal peel very thin and not removed. 
Visceral peel 4 inch thick removed without difficulty. Good 
expansion resulted (Fig. 9). Patient well and working 

Case 7. W. K. Bantu male, ager. 21. Admitted 9 October 
1949 as right empyema necessitatis with several discharging 
sinuses on chest. Tubercle bacilli and pyogenic cocci detected 
in the pus. Sputum T.B.-ve. States that a swelling appeared 
on chest I} years ago and was incised, and kept on dis- 
charging until recently. Decortication performed 18 January 
1950. Technically very easy, although peel 4-4! inch thick 
Prompt healing of the various sinuses ensued. Figs. 10 and 
11 show result obtained. 

Case 10. T. Z. Bantu male, aet. 21. Admitted 16 Novem- 
ber 1949 with right empyema which had been treated else- 
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lig . Case 7. Right empyema. Fig. 11. Case After decortication. 


Fig. /2. Case 10. Following repeated aspiration. Three months after operation 
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where by aspiration tor 6 months Spuium T.B.-ve. but 
empyema pus I.B. + ve. Decortication performed S May 
1950. Patient well and working. Fig. 12 following repeated 
aspiration; Fig. 13, three months later 


SUMMARY 


A brief historical review of decortication of the lung and 
its recent return to popularity is presented. The aims of 
the operation are outlined, and the indications discussed. 
The applicability of the operation to cases of tuberculosis 
and mixed empyema is stressed. The investigation of these 
cases is outlined and the operative technique described. 
A series of 20 cases of decortication of the lung performed 
at King George V Hospital is presented 


1 would like to express my gratitude to Dr. Dormer for the 
encouragement and facilifies he has given me. In addition, 
1 would like to thank the Staff of King George V_ Hospital 


for their investigation and working out of 


assistance in the 
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these cases, and for their care in the post-operative manage- 

ment. To Dr. Clark, Mr. Mostert, and Miss MacLagen thanks 

are due for the filming and photographic work. 
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THE CLINICAL 


USES OF 


VEARGARET 


PULMONARY FUNCTION 


R. Becktake, M.D. (RAND). M-R.C.P. (LoNp.) 
and 


H. 1. Gotpman, B.Sc. Hons. (RAND) 


TESTS* 


Department of Medicine, University of the Witwatersrand and Johannesburg General Hospital and C ardio-Pulmonary 


Like most laboratory procedures which are applied in 
clinical diagnosis the value of lung function tests is both 
underestimated and exaggerated. They are capable ol 
giving certain information on the efficiency with which 
the lungs are performing their functions, and from which 
the pathological state of the lungs may in some instances 
be deduced. This can be of great value to the clinician 
as we shall try to demonstrate. They do not however 
supply a pathological diagnosis and cannot replace a sound 
clinical assessment 

The reserve of healthy lungs is considerable, so that one 
is not surprised when an apical tuberculous cavity, easily 
detectable clinically or radiologically produces no signifi- 
cant disturbance in lung function tests. In the same way 
that certain renal characterized by fairly 
typical patterns of disturbance of function, so there are 
patterns of respiratory insufficiency typical of certain pul- 
monary pathologies. On the other hand there are excep- 
tions, and the pattern of disorder of function found in heart 
failure is so similar to that of emphysema that lung 
function tests could not differentiate these conditions 

Pulmonary function can be conveniently considered from 
two aspects—firstly, the ventilatory aspect, that is, the 
purely mechanical function of drawing a breath into the 
lungs, distributing it to the alveolar spaces, and exhaling 
suitable moment; and secondly, the exchange ot 
oxygen and carbon dioxide across the alveolar membrane 
In the way that for liver 


disorders are 


ata 


same there is no single test 
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and Industrial Research 


function, so is there no single test for either the ventilatory 
or the alveolo-respiratory aspects of lung function. The 
only way in which an adequate functional assessment can 
be made is by using a battery of tests designed to assess 
different aspects of the lung's function. 

In what way can the ventilatory aspect of the lung’s 
function be studied? Some important information can 
be obtained from simple spirometric studies—and it is our 
practice to measure vital capacity, reserve air (Fig. 1) and 
maximum breathing capacity (Fig. 2) before and after 
the administration of an antispasmodic drug. More im- 
portant than absolute readings of these measurements is 
the comparison of the measured value with a value pre- 
dicted for the patient on the basis of height, weight, age 


and sex.' The respiratory tracing must also be scrutinized 
for the features of ‘air trapping’ such as are found in 
asthma and emphysema (Figs. | and 2) 


However, no idea of the volume of the lungs can be 
obtained by spirometry. This most important measurement 
requires a more complex apparatus. In our Unit we use 
an adaptation of MecMichael’s closed circuit lung volume 
apparatus.” Briefly this consists of a Knipping spirometer 
included in a closed circuit of fixed volume containing a 
pump and a soda-lime cannister for absorption of CO 
(Fig. 3). A measured volume of hydrogen is added to the 
circuit and allowed to mix with the air in the spirometer 
until an even dilution has been reached. Continuous 
samples of the air-hydrogen mixture in the main circuit 
are automatically analvsed by a katharometer. The initial 
dilution of hydrogen in the main circuit is recorded, after 
which the patient is connected to the main circuit and 
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CUBIC CENTIMETERS 


Fig. Spirographic Tracings on Normal and 
Emphysematous Subjects showing Vital Capacity and 
Reserve Air. The tracing on the emphysematous sub 
ject shows the features of trapping of air in the lungs 
(1) marked slowing of expiration (2) failure to breathe 
out as completely after a deep inspiration as when 
expiration is started from the normal inspiratory posi 
’ tion; in other words, reserve air as part of vital capa 
city is less than reserve air measured on its own. In 
EMPHYSEMATOUS SUBJECT contrast, the normal subject shows a rapid complete 
expiration after his deep inspiration, and reserve air 
is the same, whether done after a small or a deep 

inspiration 
Fig. 2. Spirographic Tracings on Normal and Emphysematous Subjects showing Maximum Breathing Capacity. The 
emphysematous subject, when asked to breathe as quickly and deeply as possible, has to sacrifice depth of respiration 
to speed because the expiratory phase in emphysema is typically difficult. Hence maximum breathing capacity is per 
formed at the full inspiratory level and the depth of breathing 1s hardly increased above the resting tidal ventilation 

In contrast the normal can take deep breaths in quick succession 


allowed to ventilate until the air in his lungs and the air is unaltered by severe exercise, but can be raised by 
in the circuit have become evenly mixed. The final dilution hyperventilation or by pure oxygen breathing. Both 
of hydrogen is recorded and from it may be calculated the 
volume of the patient’s functional residual air. From this 
it is a simple step to calculate the quantity of residual air. 
and the total volume of the lungs (the sum of the vital 
capacity and residual air). Functional residual air and 
residual air can usefully be expressed as a percentage of the 
total volume, normal figures being 45-55), and 20-35 
respectively. An increase in these figures is typical of 
asthmatic and emphysematous states.’ 

In addition to measuring functional residual air by 
means of the apparatus we have described, we routinels 
study the rate and pattern of equilibration of the air in 
the patient's lungs with the air-hydrogen mixture in the 
circuit. If each breath is equally and evenly distributed 
to all lung spaces the rate of mixing can be mathematically 
predicted, a prediction which holds good for subjects with 
healthy lungs. In several pathological conditions the dis- 
tribution of each breath is uneven, resulting in delayed 
mixing of the inspired test gas with the air in the lungs 
Asthma, emphysema and fibrosis are all characterized by 
this delay 

Tests of alveolo-respiratory function are less satisfactory 
tS these will inevitably show impairment if there is a defect 
of the ventilatory capacity. Our routine tests are based 
on the use of the oximeter. an instrument which measures 
from moment to moment the oxygen saturation of arterial Diagram of the closed circuit lune 
capillary blood. In normal subjects the resting saturation ratus (after McMichael) 
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defects in ventilation and in alveolo-respiratory function 
may be responsible for abnormal responses to these 
manoeuvres. They furnish therefore a good indication of 
degree of dysfunction as a whole, but only when ventila- 
tion is shown by other means to be normal, can a defect 
in transfer of gas from alveolus to capillary be detected. 
The last test routinely used is also non-specific in its 
character. This is a measurement of the volume of air 
ventilated in measured amount of effort. 
Like oximetry it answers the question “how much defect’ 


response to 4a 


rather than the question ‘where is the defect’, and 
increased figures may be found in a variety of non- 
pulmonary conditions as well as in lung diseases. How- 


ever, when simulation, anxiety state and heart disease can 
be excluded it gives a useful indication of respiratory 
reserve, of particular value when thoracic surgery 1s con- 
templated 


CASE REPORTS 


Perhaps the best way to illustrate the clinical uses of the 
tests we have described is to give examples of cases in 
which they have been particularly helpful in assessment. 
Case 1. Dyspnoea of Unknown Origin. This was a worker 
who complained of incapacitating breathlessness on effort. The 
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Fig. 4. Diagram of Lung Volume Measurements on the 
Cases Quoted in the Text. 

R.A. Residual air. 
F.R.A Functional residual air 

The figures indicate the percentage of the total volume 
represented by each of the various subdivisions of lung 
volume 

The cases are so graphed that the normal diagram repre 
sents the predicted value for each case respectively. 


physician-in-charge could find no physical signs of pulmonary 
disease. The radiologists reported ‘normal lungs’ and a 
diagnosis of ‘compensitis’ was suspected. Lung function 
studies (Fig. 4, case 1) showed quite marked disturbances of 
the type found in emphysema. Vital capacity and maximum 
breathing capacity were both considerably and similarly re 
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duced, representing only 51 and 46. respectively of the 
predicted value. The spirographic tracings showed the 
features of trapping of the air in the chest. Residual air 


was doub'e predicted value (216°.), and represented 56°, of 
total volume, a considerable increase above normal. Delayed 
mixing indicated uneven distribution of tidal air to the 
different parts of the lung, another feature of emphysema. 
and lastly the ventilation required to perform a standard 
amount of exercise was much increased. All tests, therefore. 
indicated the presence of emphysema and while some could 
be the result of simulation or poor co-operation, others could 
not have been due to anything but lung disease. It is of 
interest to note how often generalized pulmonary emphysema 
in the early stages may be missed by clinical and radiological 


examination, only to be detected by studies of the type 
described here. 
Cases Il and Ill. The State of Lung Tissue Underlying 


Chronic Pleural Thickening. Pulmonary function studies have 
also proved valuable in determining the degree of function 
in lung tissue underlying gross pleural thickening. 

Iwo such cases in each of which one lung field had been 
completely blacked out on X-ray examination were referred 
for assessment. Each had a history of tubercle and collapse 
therapy in youth. In both, the tubercle now appeared inactive 
and the patients’ chief complaint was dyspnoea. In each 
case surgery was contemplated, in the form of decortication 
or removal of the affected lung. In the first case (Fig. 4, case 
Ila) function studies were typical of emphysema—whether 
this was localized to the lung underlying the thickened pleura 
or whether the opposite lung was involved could not be cer 
tain. However, it was considered on the basis of these re 
sults that the improvement in function following decortication 
could not be great in the presence of such a marked degree 
of emphysema. The surgeon, with a healthy scepticism of the 
value of the tests, proceeded with the operation, to release 
lung tissue consisting only of large emphysematous bullae 
Subsequent lung function tests showed no change following 
operation (Fig. 4, case IIb). We must add however that 
symptomatically the patient showed some improvement. 

The second case (Fig. 4, case IIl), was one in which the 
lung function studies were typical of pulmonary fibrosis. Total 
volume was considerably less than predicted, a typical feature 
of fibrosis.":* Vital capacity and maximum breathing capa- 
city were both reduced, vital capacity more so than maximum 
breathing capacity, another characteristic finding in pulmonary 
fibrosis." However, functional residual air and residual air 
in this case did not occupy a greater proportion of the total 
volume than usual; in other words, the lungs were not in a 
state of hyper-inflation. Lastly, mixing indices showed grossly 
uneven intrapulmonary ventilation, a feature we have seen in 
cases of pulmonary fibrosis. This case presented a striking 
contrast to the last, and because the opposite lung appeared 
normal on X-ray it could be presumed with some certainty 
that the lung underlying the thickened pleura was grossl\ 
fibrotic, and that the patient's condition could only be im- 
proved by removal of the diseased lung. In this case, no 
surgical treatment has yet been attempted 


These 2 cases illustrate the value of pulmonary function 
tests in distinguishing different pathologico-physiological 
patterns where clinical findings and X-rays do not help, 
and surgical treatment is under consideration. 

Case IV. Differentiation of Primary from Secondary 
Polycythaemia. 

The frequency with which pulmonary causes of poly- 
cythaemia are missed is stressed by Ellis and his 
co-authors.” who point out that in 4 out of 11 cases of 
unequivocal secondary polycythaemia studied by them, the 
physicians had felt that there was insufficient evidence of 
lung disorder to account for the polycythaemia. In each 
of these cases lung function studies established the diag- 
nosis of emphysema or fibrosis of sufficient degree to 
cause polycythaemia. 

Such a case was sent to us for assessment. 
main complaint was dyspnoea on exertion 


The patient's 
Clinically, there 
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Veracolate’, which acts as a physiological choleretic and cholagogue in 

restoring the secretion of bile to normal, is a highly etlective product for the 

treatment of hepatobiliary disorders. The cholagogic effect is produced by 

the bile salts Sodium Taurocholate and Sodium Glycocholate; the increased 
flow of bile has a valuable flushing etlect in the gall-bladder and ducts, and 
the laxative properties of Veracolate promote peristaltic stimulation and 
eusure evacuation, 


frailable in bottles of 50 and 100 tablets. 
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biliary tract. Obstructive jaundice. Biliary drainage (non-surgical). 


During and after pregnancy. Hypoprothrombinaemia. Habitual consti- 
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i ANUSOL Haemorrhoidal Suppositories 


Anusol* are probably the best known and most widely prescribed rectal 

suppositories. They relieve pain safely in haemorrhoids and uncom- 

plicated inflammatory rectal states, by the removal of pressure on nerve 
endings through effective decongestive action; the nerves are not 
anaesthetized and continue to give warning of more serious pathology. 
The same decongestive action reduces extravasation of blood without 
the use of styptics, haemostatics or vasoconstrictors. 
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was thought to be good chest movement, but rather poor air 
entry. Radiologically, diaphragmatic movement was good and 
there was some increase in the lung markings. Blood count 
showed 7.89 million red cells and a haemoglobin of 23.9 
gm.°.,. The physician-in-charge felt that there was insufficient 
evidence clinically or radiologically to account for a secondary 
polycythaemia. Function tests however (Fig. 4, case IV), 
showed a reduced vital capacity and maximum breathing capa- 
city, and an increase in the relative volumes of functional 
residual air and residual air. There was lowered arterial 
saturation at rest which fell further on exercise, establishing 
an arterial anoxia which had not been clinically detected. 


Studies in this case demonstrated disturbances in lung 
function of the pattern found in diffuse pulmonary 


emphysema, and of such a degree as to make a secondary 
polycythaemia extremely probable. 
Pre-operative 


Case V. 
Reserve. 

Another problem in which function studies have been of 
use is in the assessment of pulmonary reserve pre- 
operatively where surgical removal of a lobe or lobes of a 
lung is contemplated. This patient, a young man of 
26 years, with gross bilateral bronchiectasis is an example. 

His vital capacity was only 60% of the predicted value 
His maximum breathing capacity 68%, and his total 
volume just over its predicted value (Fig. 4, Case Va). 
Although the relative proportion of residual air to total 
volume was much increased (53%), the relative volume of 
functional residual air was only just outside the normal 
limits (69%). Intra-pulmonary mixing was uneven, and by 
special graphic methods '° it looked as if the uneven ven- 
tilation was confined to one section, and not part of a 
generalized process. Ventilation during a standard amount 
of exercise was increased. Resting arterial saturation was 
low; there was a fall on exercise, only a slight rise on 
hyperventilation, and a slow rise to over 100% on pure 
oxygen breathing. In this case no definite recommenda- 
tions could be made on the basis of function tests. If we 
accepted the evidence of mixing studies that function was 
impaired in one or two lobes or segments only (probably 
due to localized fibrosis or collapse) then removal of 
these lobes could only benefit the patient. However, we 
were hesitant to make the suggestion in view of the very 


Assessment) of Pulmonary 
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low vital capacity. The surgeon-in-charge of the case went 
ahead with the operation with a very successful result 
Post-operative studies showed that while there had been a 
turther fall in vital capacity, maximum breathing capacity 
had contrary to expectations increased and the area of 
lung which had delayed intrapulmonary mixing had 
apparently been removed. Further experience of this type 
of case should enable us in future to give even more useful 
clinical guidance by the application of function studies 
The application of lung function studies to clinical 
problems is a development of recent years and there is no 
doubt that the status of these tests will only became cer- 
tain with the passage of time. At present they must be 
interpreted with the greatest care and as ever the most 
important ‘test’ remains skilful clinical assessment. 
However there are many instances in which the latter still 
leaves us in doubt, and in some of these, as we have tried 
to show, lung function studies may provide valuable 
answers. 
We should like to thank Prof. G. A. Elliott, in whose Depart 
ment this work has been carried out. We should also like 
to thank our colleagues who have referred the cases quoted 
here, besides many others. Mr. A. Shevitz and Mr. J. P 
Shreve helped in the preparation of diagrams and to them 
we are most grateful. 
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CONGENITAL TUBERCULOSIS 


REPORT OF A CASE 
D. Moore, M.B., Cu.B. 


Department of Obstetrics and Gynaecology, University of Cape Town 


In the natural history of disease the passage of organisms 
across the placental barrier is exceptional, occurring regu- 
larly only in syphilis. In most other infections of the 
mother the foetus is unaffected. It is of interest when 
exceptions to this general rule take place, implying, as it 
does, a breakdown in one of the functions of the placenta. 
The disease in which the majority of these * breakdowns ° 
has taken place is tuberculosis. Approximately 150 cases 
have been reported in the last 80 years. In view of the 
comparative rarity of the condition the occurrence of a 


case of congenital tuberculosis at the Shipley ward, Somer- 
set Hospital, Cape Town, was thought worth reporting. 

A definition of congenital tuberculosis was given in 
1938 by Conrad as follows: * Tuberculosis in which infec- 
tion occurs before birth by way of the blood-stream or at 
birth by the aspiration of tuberculous amniotic fluid or 
tuberculous matter in the birth canal *. 

The first proved case of congenital tuberculosis was 
reported by Schmorl and Birch-Hirschfeld in 1891; the 
mother died of acute miliary tuberculosis in the seventh 
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month of her pregnancy, and microscopic tuberculous 
changes were found in the placenta and tubercle bacilli in 
the blood from the umbilical vein. Since then cases have 
been reported periodically, mainly in the literature from 
Europe and America. In 1922, Whiteman-Greene !’ ana- 
lysed 632 cases reported up to that year. He considered 
133 were authentic. Reviews since then have given vary- 
ing figures, Horak '’ reported 114 authentic cases; Beitzke 
reviewed of which 61 were considered to be 
true congenital tuberculosis. Hughesdon'' reviewed 35 
cases reported between 1935 and 1946, adding 4 of her 
own. She considered that only 115 proven cases of con- 
genital tuberculosis had been reported since 1876. An 
editorial in the Journal of the American Medical Asso- 
ciation” reported only 115 proven cases. 

The different figures are probably due to the stricter 
criteria of proof after 1935; these were put forward by 
Beitzke as follows: 

1. The tuberculous lesion in the infant must be proved. 

2. A primary complex in the liver is proof of the 
congenital nature of the tuberculous changes. 

3. If no primary complex is present in the liver the 
infection is congenital 

(a) should tuberculous changes be found in the foetus 
in utero, at birth, or a few days after birth. 

(b) if extra-uterine infection can be excluded 
infant who lives longer than a few days. 

Since 1947, three more cases have been reported from 
America. Up to date no case has been reported from 
South Africa. 

In the majority of cases reported the mother suffered 
from advanced pulmonary or miliary tuberculosis, and 
the children were either still-born or died soon after birth. 
In a few cases the tuberculous lesion was minimal during 
pregnancy with very rapid spread after delivery leading to 
death in the next few months. In a minority of cases the 
lesion was either stationary or not detected clinically. One 
reported case was associated with a quiescent lesion of 
the hip. 

The two modes of transmission are by the blood stream, 
and by aspiration of liquor or infected material. Ger- 
minal transmission via ovum and spermatozoon is a theo- 
retical possibility and has been demonstrated experiment- 
ally; in 2 reported cases the father was tuberculous and the 
mother apparently free of infection, but these were not 
proven. — Infection the blood stream in. the 
majority of cases and therefore does not take place before 
the placenta is formed in the fourth month. Loewenstein 
thinks that placental tuberculosis may be present in 45 
of infected mothers, those with advanced lesions being 
most often affected. However, infection may occur when 
the mother’s lesion is minimal or undetectable. The lesion 
in the placenta may only be evident microscopically and 
the foetus not necessarily infected: in fact, tubercle bacilli 
may be tsolated from the umbilical vein and the child 
remain unaffected. 

The foetal prognosis in congenital tuberculosis depends 
upon the stage of pregnancy at which infection takes place: 
this may occur early or only during delivery. The foetus 
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which ts infected early in gestation usually dies of an over- 
whe!lming infection either in utero or in the early neo-natal 
period. Where infection occurs in the latter part of preg- 
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nancy the infant may only succumb several months after 
birth. In mild infections it may recover completely. 

The tuberculous lesion in the placenta behaves as a 
primary complex, spread occurring to the regional glands 
in the porta-hepatis. These, therefore, show the first 
changes. The infection may also pass straight on from the 
umbilical vein to the ductus venosus, the lungs and the 
hilar glands. 

The liver and portal glands are most often involved in 
still-born children, and those dying in the first 2 weeks ot 
life, and there is usually an associated pulmonary lesion 
which is thought to be due to a blood-stream dissemina- 
tion soon after birth. The lungs and hilar glands are 
most frequently and extensively involved in babies dying 
in the second 2 weeks of life; the hepatic lesion may be 
minimal or absent. This is ascribed to aerogenous infec- 
tion during or shortly before delivery. It may also result 
from a blood-stream infection where the organisms pass 
directly via the ductus venosus to the lungs. After the 
first month disseminated foci are present in liver, lungs, 
spleen and other organs irrespective of the primary focus. 

The relative rarity of foetal tuberculosis may be due to 
the resistance of the foetus to bacilli—immune bodies may 
pass from the maternal side giving partial immunity. Ex- 
perimentally it is thought that the resistance may be due 
to the low oxygen tension in the foetal blood. This ts 
borne out by the fact that hepatic lesions predominate in 
still-births and those dying in the first 2 weeks, whereas 
pulmonary lesions are more extensive in children dying 
after this period. 


CASE REPORT 


E. Y., a Bantu primigravida aged 18 years, was admitted in 
labour to the Somerset Hospital in the thirty-sixth week 
of her pregnancy on 7 August, 1951. She stated that she 
had never been ill and general examination revealed no 
abnormality. 


death 


week before 
showing patchy opacities in both lung fields. 


Fig. 1. X-ray of the infant taken a 


Fig Section of lung showing a tuberculous focus in the 
top right hand corner containing numerous polymorphs; at 
the periphery of the lesion a few giant cells can be seen 
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She delivered herself of a 3 Ib. 9 oz. female child 
spontaneously the day after admission, and the baby was 
immediately placed in an incubator. 

The placenta was of the battledore variety. No other 
abnormality was noted and therefore it was not sent for 
histological examination. 

The infant progressed normally for the first 26 days of 
life, and then developed diarrhoea lasting for 4 days, fol- 
lowed by broncho-pneumonia lasting 8 days. This condi- 
tion responded to penicillin and streptomycin therapy. By 
the fortieth day of life she appeared cured and weighed 
4+ lb. 3 oz. Five days later she had a second attack of 
broncho-pneumonia lasting 8 days and again responded 
well to penicillin and streptomycin. A chest X-Ray at this 
time revealed patchy opacities consistent with broncho- 
pneumonia (Fig. 1). 

On the fifty-sixth day she weighed 5 lb. 6 oz. and was 
put to the breast for the first time: she became ill the 
following day and died 2 days later aged 59 days. 


POST MORIEM 


Cardio-vascular System: No abnormalities detected. 
Respiratory System: The left pleural cavity contained 
some clear yellow fluid and in the diaphragmatic area there 
were a few adhesions. The right and left lungs were the 
seat of numerous foci; on section some of these contained 
yellow pus and some appeared caseous. The majority of 
these lesions were in the lower lobes. In some areas of the 
pleural surface of the lungs were a few miliary foci which 
appeared typically tuberculous. Hilar glands on both sides 
were equally enlarged to about 15 mm. diameter; and the 
paratracheal glands were similarly affected. There was no 
primary complex present. 
Alimentary Svstem: No miliary 
liver or spleen although the 
than normal 
Genitto-urinary System 
this or any of the other 
Bacteriology: Smears of 
with acid and alcohol-fast bacilli 
Histology. Lung: Numerous active tuberculous foci show- 
ing many polymorphs and relatively little caseation were 
present; the foci contained numerous tubercle bacilli (Fig. 2) 
Liver: Small miliary tubercles were present: the organ 
was congested and showed a fair amount of fatty change. 
Sections of the spleen, heart, kidney, and = suprarenals 
showed no abnormality 
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lung lesion were swarming 


The mother had been pyrexial from the third day of 
the puerperium and an evening rise of temperature to 


about 100°F. persisted for the next 3 weeks. Physical 
examination revealed no cause for the temperature, no 


Fig. 3. Original chest X-ray taken of the mother showing 
no obvious abnormality 

Fig. 4. X-ray taken 2 months later showing a well-defined 
mediastinal shadow. 
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pulmonary lesion was found on X-Ray examination, and 
sputum tests were negative for tubercle bacilh. Vaginal 
swabs showed no abnormal organisms and blood cultures 
Were also negative. Sulphatriad and penicillin were given, 
but with no response. The temperature eventually sub- 
sided tollowing the administration of streptomycin, 

Following the post-mortem report the mother was re- 
admitted for further investugation and a paravertebral 
abscess was detected involving the bodies of the seventh 
and eighth dorsal vertebrae; this lesion was barely visible 
on the original X-Ray, and had been overlooked, but had 
increased remarkably in size since then (Figs. 3 and 4). 
Special views showed bony destruction of the anterior 
portions of the vertebrae with narrowing of the joint space 
between them, some anterior wedging of the body of the 
eighth dorsal, but no gibbus formation and a well marked 
para-vertebral abscess (Figs. 5, 6). 


Fig. 5. Lateral view of the dorsal spine showing destruction 
of the bodies of D7 and D&. 

Fig. 6 A.P. view showing a paravertebral 
rounding the affected vertebrae. 


abscess sur- 


The patient had no complaint at this time and clinical 
examination gave no indication of the extent of the under- 
lying disease. She refused to stay in hospital for treatment 
or to have a diagnostic curettage done. She was last seen 
at the end of February 1952, symptom free, and about to 
return to the Transkei. 

To exclude any exogenous source of iniection all those 
who had attended the baby were X-rayed and no evidence 
of tuberculosis was found in any of them. 
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COMMENT 


A case of congenital tuberculosis is reported, associated 
with maternal tuberculous spondylitis 

The association with bony disease is not common and 
was first reported by Harms,” and more recently by 
Couvelaire, although his patient developed tuberculous 
meningitis as well. Theoretically, any tuberculous lesion, 
however small, which gives rise to a tuberculous bacil- 
laemia may result in congenital tuberculosis of the child. 

In this case the lesion presented in the fourth week of 
life as an attack of broncho-pneumonia which resolved 
clinically in eight days with penicillin and streptomycin 
therapy. A week after therapy was discontinued she had 
a second attack which again respended to treatment, only 
to relapse for the last time 4 days after therapy had been 
stopped. Had the tuberculous nature of the illness been 
recognized from the start and full anti-tuberculous treat- 
ment instituted the outcome might have been more favour- 
able 

At post-mortem apart from small miliary tubercles in 
the liver, the lesions were confined to the lungs and hilar 
glands. This is in accordance with observations made by 
other authors on children dying at this age. While it is 
not possible to be dogmatic, infection probably took place 
during or shortly before parturition from inhalation of 
infected material. The lungs were primarily involved and 
miliary spread to the liver took place later. 

The other possibility is a blood-stream infection in 
which the brunt of the infection was taken by the lungs. 
If this were so one would expect to find involvement of 
the portal glands as well. The latent period between birth 
and the development of the first symptoms suggest that, if 
blood-spread, the infection was a mild one occurring just 
before, or during, parturition when uterine contractions 
and tearing of placental vessels are particularly apt to 
favour transmission of organisms into the vessels of the 


Dr. S. Pere! was in the Chair and 13 members 


Present: 
attended 

frising out of the Minutes. A motion was passed that this 
Branch charge cither for mileage if own transport used, or 
if other than own transport used, charge for time 


Mr. N. Kretzmar demonstrated a case of Carcinoma of th: 
Stomach 
Dr. B. W. Franklin Bishop gave some impressions of his 


recent visit overseas where he attended the Dublin Conference 
of the British Medical Association as a South African repre- 
sentative. Recent advances in plastic surgery as seen in the 
Gilles’ Clinic and the use of plastic material in reconstructive 
work is remarkable. The Premature Baby Unit at Birming 
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A general meeting was held in Johannesburg on 24 Septem 
ber 1952, when it was decided to affiliate to the International 
Paediatric Association A proposal to 
African Paediatric 


details of this award were referred to the Executive Com 


Persons was received and discussed by the meeting. Finally 
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institute a South 
Association Annual Prize for Senior Medi- 
cal Students, was discussed and received general support. The 
mittee. A report on the National Conference on Handicapped 


it was proposed that the South African Paediatric Association 


3 January 1953 


umbilical cord. After birth the higher oxygen tension in 
the lungs would favour the development of the tuberculous 
lesion. It is infections occurring late in gestation that 
carry the best prognosis and, if recognized, should respond 
to anti-tuberculous treatment. It is conceivable that un- 
recognized cases of congenital tuberculosis have recovered 


SUMMARY 


The literature congenital tuberculosis reviewed 
briefly. 

A case of congenital tuberculosis associated with mater- 
nal tuberculous spondylitis is reported. 

It is suggested that congenital tuberculosis resulting from 
infection late in the gestation period is not invariab!y 


fatal. 


| am grateful to Prof. James T. Louw for his constant in 
terest and advice in the preparation of this paper, and to 
Dr. Saayman, Superintendent of the Somerset Hospital. fo: 
permission to publish this case report 


REFERENCES 


1. Beitzke, H. (1935): Ergebn. d. ges. Teuberk. Forsch.. 7. 1 
2. Browne, F. J. (1951): Ante-natal and Post-natal Care, 7th 
ed., p. 559. London: J. & A. Churchill Ltd 

3. Buchanen, Jean (1946): Glasgow Med. J.. 27, 13. 

4. Burgess, J. R. (1950): North Carolina Med. J., 11, 239 
5. Conrad, C. E. (1939): J. South. Med. Assoc., 32, 169 
6 
7 


on 


. Editorial. (1947): J. Amer. Med. Assoc., 134, 606. 


Fishberg, M. (1932): Pulmonary Tuberculosis, 31rd ed 
p. 122. 

8. Harms. J. (1915): Amer. J. Dis. Child. 134, 606. 

9. Harris, E. et al. (1948): J. Paediat., 32, 311 


10. Horak, O. (1927): Cosop. Lek. Cesk.. 66, 411. (Quoted) 
11. Hughesdon, M. (1946): Arch. Dis. Child., 21, 121. 
Kayne, Pagel, O’Shaugnessy (1948): Pulmonary Tubercu 
losis, 2nd ed., p. 78, 114, 220. Oxford University Press 
13. Loewenstein, E. (1945): Amer. Rev. Tub., 51, 225. 


14. Pagel and Hart (1948): Tubercle, 29, 33. 

15. Siegel, M. (1934): Amer. Rev. Tub., 29, 297. 

16. Siegal and Singer (1935): Amer. J. Dis. Child., 50, 636 
17. Whiteman-Greene (1922): 


Arch. Int. Med.. 29, 261. 


ham, and the Industrial Rehabilitauon Scheme of Vauxhall 
and Austin deserve imitation in this country. 


The following Committee was elected to represent the 
General Practitioners Group: (G. W. Group): 

Chairman: Dr. S. Perel; Secretary: Treasurer: Dr. G. T 
landy. 

Committee: Drs. J. E. Vaughan Jones. J. A. Kieser and 
|. Hammar 

L. Schrire. 
Honorary Secretary 


Kimberley 
29 November 1952 


ASSOCIATION 


hold an Annual Paediatric Meeting of a combined clinical 
and social nature, in addition to the business meeting held 
during Annual Congress. 

The following office-bearers were elected for 1952-1953: 


Chairman: Dr. Seymour Heymann; Honorary Secretary 
Treasurer: Dr. 1. Kessel. 

Committee: Dr. B. G. Melle, Dr. P. M. S. Fischer. Dr 
H. L. Wallace, Dr. J. W. Rabkin. Dr. B. Epstein 

Co-opted Member of Committee: Dr. L Mirvish 
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(Corrtsone Acetate of Merck & Co., Ine.) 


now available in product forms for 
local use 
in eye 
diseases 


Topical 
Administration 


Cortone has proved remarkably effective 
in the treatment of many inflammatory eye 
diseases. Topical administration is 
indicated principally in disorders of the 
anterior segment the cornea and 

anterior uvea. 


Ophthalmic Suspension of Cortone Acetate 


2.5%—5 ec. bottles 


0.5%—S ce. bottles 

Choice of concentration is dependent on 
the severity of the inflammatory process. 
Do not dilute or mix with other substances. 


Ophthalmic Ointment of Cortone Acetate 


1.5% 3.5 Gm. tubes 


Where use of an ointment is more 
convenient, ¢.g., for application at bedtime. 


Systemic 


Administration 
For diseases of the deeper structures of the 
eye it is recommended that adequate 


systemic dosage with the Oral Tablets or the 
ACETATE 


Parenteral Suspension of Cortont 
(CORTISONE Acetate of Merekh & Co., Ine.) accompany or precede topical application. 
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XIV 


critical 
first 4 days 


depend on 


Bavis & Geck 
Timed Adsorption Sutures 


During the 


“TIMED-ABSORPTION” CATGUT 


Ordinary 
Chromic Sutures 


A. MEDICAL JOURNAL 3 January 


1953 


Because “timed-absorption” catgut (surgical gut) has a meas- 
urable and predictable rate of digestion, demonstrated by ex- 
tensive tests, it remains intact until the wound has gathered 
support of its own. Because “timed-absorption” catgut does 
not digest prematurely, it assures strength when needed most 
— during the critical first 4 days following major surgery. 


Processed by an exclusive Davis & Geck method embodying 
accurately graded degrees of tanning, “timed-absorption” cat- 
gut has an absorption curve that parallels the changing tissue 
conditions of healing. Resistance to digestion is maximal dur- 
ing early repair. Later, when artificial strength is no longer 
required, dissolution is rapid and complete and no remnants 
of cut remain. 


Comparison of D & G “timed-absorption” medium chromic 
catgut, size 0, with ordinary medium chromic size 0 catgut. 
Both types of catgut are suspended in a trypsin solution and 
weighted. Note that at the end of 30 hours D & G “timed- 
absorption” catgut remains intact; the weight is still held 
suspended up to 90 hours. Contrast with an ordinary chromic 
catgut suture which has begun to digest and breaks under the 
slight tension created by the weight at 30 hours. In human 
tissue all chromic sutures are digested more slowly, but the 
ratio between the two types remains the same. 


D&G catgut sutures have a special matte finish. They tie 
readily and do not slip at the knot. Pliability is exceptional 
and tensile strength, diameter for diameter, is guaranteed 
unexcelled by any other brand. No wonder so many surgeons 
agree on D&G. 


There isa D & G suture for every DAVIS & GECK. INC. 


surgical purpose. Available through _ 
57 WILLOUGHBY BROOKLYN 1, N. Y. 


responsible dealers everywhere. 


SOLE IMPORTER 


M. Stabler, Esq., M.P.S., Messrs. Chas. F. Thackray, (S.A.) (Pty.) Ltd. 


127 Boston House, Strand Street . 23 Orion House, 235 Bree Street 


(P.O. Box 816) Cape Town (P.O. Box 2726) Johannesburg 
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IN MEMORIAM 


Dr. P. B. Grenrewt 


Dr. Pascoe Beville Grenfell, who passed away on 1 Novem- 
ber 1952, was born 76 years ago and was the son of Charles 
Granville and Annie Grenfell of Chenhall Gulval, Penzance, 
Cornwall. His father died when he was only 3 years old 
and at the early age of 5 he was sent to a private school, 
but he was able to spend his holidays with an uncle in Corn- 
wall. While still very young he was sent to the Blue Coat 
School, Christ's Hospital, which was then sull in London 
To test his aptitude for the medical profession he was 
apprenticed for 2 years to Dr. Symmonds, doctor and 
pharmacist, of Penzance. Here he went with the doctor on 
his rounds and then had to compound the pills and mix the 
medicines prescribed; and, moreover, then had to deliver 
them by hand. As there was no transport available he had 
to do this on foot and at times had to walk many miles to 
the various country houses in the neighbourhood. In spite 
of this hard apprenticeship, he resolved to continue with 
medical work and qualified from St. Bartholomew's Hospital 
at the age of 22 

He came to South Africa in 1900 as Resident Medical 
Officer at the old Albany Hospital, now the Settlers’ Hospital, 
Grahamstown. The hospital minute reads: ‘Dr. P. B. 
Grenfell entered upon his duties in April last and has carried 
them out most assiduously. He left in 1902 for Alexandria 
where he was called to fill a death vacancy and here he 
practised until a few weeks before his passing. 

For many years he was the only doctor in Alexandria and, 
although the town is litthke more than a village, his district 
was enormous and stretched to beyond the Zuurberg, as he 
was Railway Medical Officer and District Surgeon—posts 
which he held for 40 years. His work carried him over bad 
roads to many a remote farm and kraal, anything up to 90 
miles away. In his earlier days his was very much the * horse 
and buggy” type of practice and many were the amusing 
stories he told of his adventures by day and night. 


Ihe district was, and still is, mainly Afrikaans speaking, 
and he always stated he knew no Afrikaans, but somehow 
he seemed to know all his patients had to say and likewise 
the patients always understood his English; so probably both 
doctor patients were more bilingual than they 
acknowledged. All over Alexandria he was known, respected 
and loved, for politics did not enter into his relations with his 
patients, nor did he know any colour bar—they were all 
tolk who needed his care and skill and he would take as 
much trouble over a sick Native as he would over his 
wealthier patients. He was interested in his patients not only 
as patients, but as fellow human beings and he was always 
ready to listen to their trials and troubles. His surgery 
waiting room was almost a social centre and the atmosphere 
was quite unlike that of the usual medical waiting room. 

His knowledge of medicine was profound and he had a 
well-deserved reputation among his colleagues as a diagnosti- 
cian. His son joined him in practice some 12 years ago and 
he has had the joy of imparting to him some of his know- 
ledge and wisdom. He was well read and a charming and 
witty companion with a very keen sense of humour and loved 
a story against himself. 

It was always a wonder to his friends that he was able 
to do so much, for he was never a robust man. It was his 
indomitable will power which carried him through all his 
years of practice. He was greatly helped in everything by 
Mrs. Grenfell, who played a big part in both home and 
practice 

He was a keen member of the Medical Association, but of 
late years was often not able to make the long journey to 
Grahamstown for meetings. He was twice President of the 
Cape Eastern Branch. 


Grahamstown 


6 December 1952. 


Dr. J. HERMANN HAMMAN 


The many friends of Dr. J. Hermann Hamman were grieved 
to hear of his passing on 16 October 1952 at the Groote 
Schuur Hospital. He had reached the ripe age of 78 years. 

With Dr. Hamman has gone an era in the history of Cape 
Town. He arrived in South Africa in 1899, to do a locum 
at Beaufort West. In 1900 he was appointed Plague Officer 
at Stellenbosch, after which he returned to Germany for 
further study. 

After the South African War he returned to Paarl, where 
he set up as a general practitioner until 1914. During this 
period he married Miss Ellen de Villiers, of the well-known 
Paar! family 


In 1920 he returned to the Cape as an Ear, Nose and 
Throat Specialist, where he remained in popular demand 
until his death. Dr. Hamman will be missed by a large circle 
of friends and grateful patients. 


He leaves behind his second wife, Eva (née MacGregor): 
his son, Dr. H. L. de Villiers Hamman, of Cape Town, and 
2 daughters, Mrs. Louis Laubscher and Mrs. Eleanor Rabbow 
of Johannesburg. 


Cape Town. 
1 December 1952. 


OFFICIAL ANNOUNCEMENT ; AMPTELIKE AANKONDIGING 


Vacancy For Eptror 
Applications are invited from registered medical practitioners 
for the post of Editor of the South African Medica! Journal 
and the South African Journal of Clinical Science. The salary 
scale is £1,500 x S0—£2,000 plus cost-of-living allowance at 
Public Service rates. The post is full-time and the successful 
applicant will be required to work at the Association’s Head 
Office in Cape Town 

Applicants should state their experience and whether they 
are fully bilingual 

Applications should be addressed to the 
should reach him before 31 January 1953. 


undersigned and 


A. H. Tonkin, 
Secretary. 
Medical House, 
35 Wale Street, 
Cape Town. 
24 October 1952 


VAKATURE VIR REDAKTEUR 


Aansoeke van geregistreerde geneeshere vir die vakante 
betrekking van Redakteur van die Suid-Afrikaanse Tydskrif 
vir Geneeskunde en die Suid-Afrikaanse Tydskrif vir Kliniese 
Wetenskap word ingewag. Die salarisskaal is £1,500 x 50— 
£2,000 plus duurtetoeslag volgens Staatsdienstarief. Dit is ‘n 
voltydse betrekking en die aangestelde persoon sal verwag 
word om by die Vereniging se Hoofkantoor in Kaapstad 
werksaam te wees 

Applikante moet vermeld watter ondervinding hulle het en 
of hulle volkome tweetalig is. 

Aansoeke moet gerig word aan die ondergetekende en moet 
hom voor 31 Januarie 1953 bereik. 

A. H. Tonkin, 

Mediese Huis. Sekretaris. 
Waalstraat 35, 
Kaapstad. 
24 Oktober 1952. 
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Ihe Annual Prize for a Medico-Surgical cinema film, which 
comprises 100,000 francs cash (with the possibility of its 
being divided) and various other awards, will be given (as it 
1952) during the last session of the Course of 
Medico-Chirurgicales at the Faculté de Médecine 
de Paris on Tuesday 24 March 1953 

The award is only for amateurs’ films, unpublished, not 
subsidized and not produced by any laboratory or firm. 

Ihe Jury will consider the didactic value of the film as well 
as its cinegraphic quality. There is no restriction on the 


PRIZE AWARDED BY Presse 


was in 


quality of the film, whether sound, silent, colour or black- 
16 mm 


and-white, but only film size is eligible 


REVIEWS 


JOURNAL OF SEXOLOGY 


The International Journal of Sexology. Vol. VI. No. 2. 
November 1952. Edited by Dr. A. P. Pillay. (Pp. 65-129. 
Subscription £1 2s. per annum). Bombay: Dr. A. P. Pillay, 
Whiteaway Building, Hornby Road. Bombay 1, India. 


Masculine Sterility Agenesis of 
Deferens Sterilisation and the Law in Great Britain 3. Endoecri- 
nology and Sexual Irregularities 4. A Study of Factors Influencing 
Fertility in Prostitutes 5. The Sexuality of the Tuberculous Patient 
6. A Study of Sexual Preferences . Sexual Precocity of Young Girls 
n the United States 8. Relationships of Estrogens and Androgens to 
Certain Aspects of Sexual Behaviour 9. The Mind of the Transvestite 
Notes and Comments. Correspondence Reviews. Books Received 


INTERNATIONAL 


( ontents 1 caused by the Ductus 


VILAMIN RESEARCH REVIEW 


(Pp. 240 
14.) Berne 


International Review of Vitamin Research. 
One Volume, SFr. 52.; single copies, SFr. 
Hans Huber 


This is the first issue of Vol. 24 and includes 13 original 
articles. The authors are drawn from all over the world 
and their expert knowledge is reflected in the high standard 
of the contributions. Nearly 100 pages are devoted to reviews 
and abstracts 

This publication should prove valuable to all 
interested in nutrition and vitaminology 


those 


THe In Heat tH AND Disease 


The Child in Health and Disease: A Textbook for 

Students and Practitioners of Medicine. By Clifford G. 

Grulee, M.D., and R. Cannon Eley, M.D. Second Edi- 

tion. (Pp. 1255 + xv, with 304 figures, some in colour 

114s.) London:  Baillitre, Tindall & Cox. 1952 
Contents: 1, General Considerations 2. Nutrition 3. The 
Prematurity 4. Communicable Diseases S. Acute 
Infections The Circulatory System Including the Blood, Spleen, and 
Lymph Nodes 8. Blood and Lymph 9. The Respiratory System 10 
The Gastro-Intestinal Tract It. The Genito-Urinary Tract 12. Diseases 
of the Nervous System Including Mental Deficiency and Psychiatric Dis 
turbances 13. The Muscles, Bones and Joints 14. Allergy, Eczema 
and Diseases of the Skin iS. The Eye 16. Adolescence 17. Surgical 
Conditions and Surgical Principles in Pediatrics. 18. Miscellaneous Subjects 
Index 


The preparation of a second edition of this massive and 
encyclopaedic work must have been a considerable undertaking 
for the authors, who have not neglected the opportunity to 
make important and necessary revisions as well as additions 
The latter include interesting chapters concerning adoption. 
the medical supervision of summer camps and, as 1s almost to 
be expected, chapters on cardiovascular surgery and viral 
hepatitis have also been added. Erythroblastosis foetalis and 
pancreatic fibrosis have been advanced to separate chapters. a 
fitting recognition of their importance in pacdiatrics 

In our review of the first edition we drew attention to the 
undesirable statement made by the authors that it did not 
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3 January 1953 


EVENTS 


Owing to the success of this competition last year and in 
order to avoid late applications, these must be sent as soon 
as possible. The closing date for the films themselves is 
10 March 1953. 

Colleagues are advised to take advantage of the * cultural 
attaché’ in their country for the despatch of their films 


Dr. C. R. Woolf, of Cape Town, has been awarded the 2nd 
prize in the American College of Chest Physicians Essa\ 
Competition for his essay entitled The Pathogenesis of the 
Normal Resolution of Acute Pneumococcal Lobar Pneumonia 
with Sulphonamide and Penicillin: Lung Biops\ 
Studies. 


matter whether Rh-negative or positive blood was used in 
transfusions. It is gratifying to note that in the new edition 
a completely ditferent attitude has been adopted. and the 
importance of typing blood carefully to include the Rh-factor. 
particularly in female children, has been set out very fully. 

The book is a most comprehensive repository of funda 
mental, physiological data about children. Its thorough), 
scientific approach forms the basis of the clinical super 
structure which has been erected on this satisfactory founda 
tion. 

This magnificent volume, apart from being a contribution 
to our understanding of the child in health as well as in dis 
ease, merits the careful attention of the general practitioner 
as well as the specialist paediatrician 


THe THROAT 


The Singer's and Actor's Throat. 
F.R.C.S. (Pp. 90 + vii. 10s.) 
mann Medical Books Limited. 


Contents: 1. Professional Voice Users: Their Mental Attitude and Peculiar 
Problems. 2. Structure and Function of the Vocal Mechanism in Outline 
3. Attributes Necessary for Fine Singing. 4. Care and Use of the Voice 
in Health. 5. Why Voices * Break Down’, Prevention and Treatment. 6 
Fallacies and Traditions. Bibliography Index 


By Norman A. Punt, 
London: William Heine- 
1952. 


Medical practitioners whose work brings them into contact 
with those who depend upon their throats for their living wil! 
find this little manual of great practical value. In particular, 
they will learn how to avoid giving bad advice. 

The book is also one which can usefully be recommended 
to actors and singers themselves. They will find a coherent 
account of the particular risks which they run, and will acquire 
an intelligent understanding of the extent to which they can 
cope with preventable mishaps 


SEX 
Sex: lts Meaning and Purpose. 


B.D., Ph.D. (Pp. 154. 6s.) London: George Allen & 
Unwin Ltd. Cape Town: Howard B. Timmins. 1951 


( ontents 1. Statement of the Problem 2. Sex—One of the Instincts 
3. Ways of dealing with the Instinct 4. Controlling the Sex Feelings 


By W. E. Sargent. M.A.. 


5. The Physiology of Sex: how the instinct is fulfilled. 6. The Deviations 
from the Normal. 7, The Adolescent and Sex. 8. Is there a Fundamenta! 
Difference between the Sexes %. Falling in Love 10. The Purpose and 


Meaning of 
Index 


Marriage 11. Religion in the Field of Sex 


Bibliograph 


There is one chapter in this book which serves a useful pur 
pose: the chapter on sex abnormalities. It is elementary 
and therefore elemental; so medical practitioners can read this 
chapter with interest. 

Unfortunately it is the only chapter that is worth reading 
The presentation and style of the book as a whole are frankly 
boring. Dr. Sargent shows that as a personal consultant he 
does useful work, but his book is not one that a doctor can 
ecommend to his patients—for they will find it heavy going 
ind of little practical use 
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ANNUAL 


The British Dental Annual 1952. Edited by Evelyn 
Sprawson. (Pp. 262 + vii with 5 figures. £2 2s. 2d. Lon- 
don: Butterworth’s Medical Publications Durban 
Butterworth & Co. (Africa) Limited. 1952 


Contents: Part I. Original Articles, 1. Critical Survey of the State o! 
Oral Surgery and Pathology 2. Operative Dental Surgery (Conservative 
Dentistry) 3. Radioactive Isotopes in Dental Research 4. The School 
and Priority Dental Service. 5S. Preventive Measures Against Dental Caries 
6 Report on Full Denture and Partial Denture Prosthesis and Materials 
7. The Trend of Orthodontics 8. Histochemical Technique 9. Ground 
Sections of Enamel 10. Bacteriology in Dentistry 11. Ethical and Legal! 
Aspects of Dental Practice 12. Some Aspects of Dentistry in Malaya 

Part Il: Information Section 

Part Il: Abstract Index 


DENIAL 


This Annual contains several selected articles covering a wide 
field of new ideas and new researches by some of the leading 
workers in the dental profession. It makes excellent reading 
and is full of valuable material for those who wish to keep 
their professional knowledge up to date 

The great increase in academic and research appointments 
in dentistry throughout Great Britain and the stimulus given 
to the subject by public realization of the fact that teeth are 
not separate entities, but a part of the body as a whole, having 
an enormous effect on physical health, has so speeded up 
advances in dentistry that a tabulataion on the new work and 
its scope is very necessary from time to time. This Annual 
provides the vehicle for this purpose. 

Its publication, then, is an endeavour to fill the gap which 
existed in British dental bibliography, and to supply the prac- 
tising dental surgeon with knowledge of the modern trend of 
professional advancement and methods through articles by 
those who are actually doing the work and by comments on 
and abstracts from the work of others. 


MODERN ELECTROCARDIOGRAPHY 


Modern Electrocardiography, Volume 1. By E. 
M.D. (Pp. 905 + xiv, with 91 figures. 91s. 6d.) ndon 
Bailligre, Tindall aad Cox. 1951. 


Contents. 1. Electrocardiographic Artifacts and their Prevention 2. The 
Leads of the Flectrocardiogram and ther Laws 3. Electrical Activity of 
Heart Muscle as the Basis of the ECG 4. The Electrocardiogram of 
Anmmals. §$. The Normal Human Electrocardiogram and its Interpretation 
6 Influence of Physiological Factors on the Electrocardiogram. 7. Influence 


of Physical Agents 8 Chemical, Pharmacological and Toxicological 
Influences. ¥Y Vitamins and Hormones 10, Intraventricular Conduction 
Disturbances i! Ventric ular Hypertrophy and Strain. 12. Myocardial 


Infarction 13. Coronary Insufficiency 14. Pericarditis 18. Myocarditis 
in Acute Infections and Allergic States Bibliccraphy and Author Index 
Subject Index 

As Professor Wilson writes in his foreward to this book, ‘in 
1914 there were probably not more than a dozen electrocardio- 
graphs in the whole of the United States.” ‘Now .. . there 
are comparatively few people who are not in greater danger 
of having their peace and happiness destroyed by an erroneous 
diagnosis of cardiac abnormakty based on a faulty interpreta- 
tion of an electrocardiogram, than of being injured or killed 
by an atomic bomb.’ 

This addition to the growing list of books on electrocardio- 
graphy is considered to be justified in that it is not ‘* just another 
book’. but is complementary to those in existence. It is a 
book suitable for reference purposes. It deals more with the 
minute in electrocardiographic interpretation and_ illustrates 
well the point how frequently so-called abnormalities may 
actually represen! a variant of the normal and how unsound 
it is to divorce a mere mechanical tracing from the clinical 
picture. 

The first volume deals with the P-Q-R-S-T-U complex: the 
second is planned to deal with the arrhythmias. The first 
few chapters cover mechanical and physiological aspects. A 
possible criticism of the book is the extreme paucity of illus- 
trative tracings, the author depending predominantly upon the 
descriptive, analytical approach. 

The text is arranged in paragraphs and while this precludes 
undue repetition it makes reading somewhat cumbersome. The 
subject matter is supported by just one short of 10,000 
references! It is thus not so much an account of a clinician's 
personal experiences as a very thorough and critical presenta- 
tion of the available data and views on the subject 
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PATHOLOGY AND CLINICAL PatHotocy 1951 


The 1951 Year Book of Pathology and Clinical Pathology 
\January—December, 1951). Pathology—Edited by Howard 
I. Karsner, M.D., LL.D.; Clinical Pathology—Edited by 
Arthur Hawley Sanford, M.A.. M.D. (Pp. 454, with 147 
figures. $5.50.) Chicago: The Year Book Publishers, 
Inc 1952 
Contents: Part 1. Pathology 1. General Pathology 2. Cardiovascular 
System 3. Hemopoietic System. 4. Respiratory System. $. Alimentary 
Tract and Associated Glands 6. Unmary System and Male Cenitalha 
Female Genitaha and Breast 8. Glands of Internal Secretion 
Bones and Muscles. 10. Skin 11. Nervous System and Eye 
Part Il. Clinical Pathology 1. Hematology 2. Chemistry 3. Bac 
teriology 4 Mycology S. Serology 6. Cerebrospinal Fluid. ? 
Parasitology. 8. Allergy, Cytology; Endocrinology 9 Microscopy tt 
Apparatus Index 


Karsner’s and Sanford’s Year Book needs no introduction 
The choice of abstracted papers has been made with the prob- 
lems of the working pathologist in view, and the temptation 
to record the abstruse has been avoided. A _ special article 
on atherosclerosis, lipoproteins and coronary artery disease 
introduces some important papers on the cardiovascular sys 
tem. 

This volume always reflects current trends of thought and 
a leit-motif of adrenocorticalpituitary relationships is easily 
recognized. The challenge of isotope technology to the clini- 
cal pathologist is again visible and one wonders, on reading 
through this fascinating volume, whether education § in 
pathology will ever keep pace with its perpetual pseudopodial 
extrusion into allied sciences 

The book affords a broad survey of current thought and 
techniques in pathology and clinical pathology, and there can 
be no branch of medicine for which it does not carry a 
message 


Mepic at. EXAMINATIONS 
Essentials for Final ord ee ~ in Medicine. By John 
de Swiet, M.D.. M.R.C.P. 182. Fourth Edition, 
12s.) London: J. & A. Charchii ‘Ltd. 


There are two schools of thought about the usefulness of con- 
densed cramming aids to examinations. Those who find this 
type of preparation for ciinical work helpful will no doubt 
profit from Dr. de Swiet’s Essentials. The fact that it has 
reached a fourth edition in the space of some 12 years indicates 
a wider support for this type at cauieel assimilation than the 
reviewer would have believed possible. 


ELECTROCARDIOGRAPHY: A MANUAI 


Manual of Electrocardiography. By Benjamin F. Smith, 
M.D. (Pp. 215, with 119 figures. 32s.) Houston; New 
York: Elsevier Press Inc. Distributors: Cleaver-Hume 
Press Ltd., London. 1952 


Contents: 1, The Electrocardiograph. 2. Cardiac Anatomy and Physiology 


of Particular Importance in Electrocardiography 3. Theory of the Pro- 
duction of an Electric Field by the Heartbeat 4. Elecirocardiographx 
I eads S. Electrocardiographic Nomenclature 6. Electrocardiographic 
Position of the Heart 7. Calculation of the Mean Electric Axis of the 


Ventricular Accession Wave % Disturbances of the Heartbeat. 9%. Dis- 
turbances of Conduction 10 Distribution of Potentials of Depolarization 
and Repolarization of Normal Ventricles. 11. Cardiac Hypertrophy. 12 
Acute Cor Pulmonale 13. Myocardial Infarction 14. Pericarditis 1s 
Correlation of Electrocardiographic and Autopsy Findings 16 Pen Pic 
tures of Cardiology. Index 


This Manual of Electrocardiography has been written for 
medical students. The author has outlined in the first part of 
the book the principles involved in the recording ond jater- 
pretation of electrocardiograms. As can be expected, all the 
ground could not be covered, and the book has been devised 
to teach students the principles of the subject so that further 
study will be based on a sound beginning. 

The layout of the book is really good. What the reviewer 
likes is, firstly, that X-rays of the heart are shown with the 
electrocardiographic recordings of the same patient on the 
opposite page. This shows how variations in the position of 
the heart affect ECG recordings. Another very good feature is 
the association of the ECG with autopsy findings, and many 
pages are devoted to the records taken and the subsequent 
autopsy findings 
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As the book is relatively limited in scope, one cannot expect too 
much discussion, and thus simplification does to a certain extent 
detract from the value here and there. The reproductions are 
not good and, on the whole, one can say that it is very trying 
to interpret these records because of the haziness of outline 
Nevertheless this ts an 


and the indistinctness in many cases 
excellent book for the beginner and can be heartily 
recommended 
Carotp Bopy TUMOURS 
ttlas of Tumor Pathology: Section lV—Fascicle 16. 


Carotid Body and Related Structures 
(Chemoreceptor System). By Philip M. LeCompte, M.D. 
(Pp. 40, with 23 figures. 45 cents.) Published by the 
Armed Forces Institute of Pathology under the auspices 
of the Sub-Committee on Oncology of the Committee on 


Tumors of the 


Pathology of the National Research Council. 1951. 
Contents 1. Introduction 2 Tumors of the Carotid Body +. Tumors 
of the Aortic Bodies 4 Tumors of the Glomus Jugulare and Paraganghon 
Tympankum S. Tumor Arising on the Ganghon Nodosum of the Vagus 
Tumors of the ° Paraganghon Cihare References 


This is the sixth fascicle to appear in the ambitious project 
of the Armed Forces Institute of Pathology. The subject ts 
a relatively obscure one, due largely to the anatomical and 
physiological confusion which hitherto has enshrouded it. 
The problem was made no easier by the numbers of synonyms 
and related terms applied to tumours of the carotid body, the 
aortic body and similar structures in the head and neck. 

Dr. le Compte introduces hrs subject with a simple exposi- 
tion of the anatomy and the physiology, and proceeds with 
an orderly description of the tumors and their classification. 
Ihe photomicrographs are excellent, as, indeed, they need 
to be; for few pathologists have seen more than an isolated 
example of these rare but fascinating neoplasms. It is surpris- 
ing that Mulligan’s logical term for a tumour of the chemore- 
ceptor system —chemodectoma—should have been avoided in 
the text. It is etymologically correct (chemeia infusion; 
dechesthai to receive; oma tumour) and has the virtue 
of scientific brevity. 

This monograph is a most valuab!e addition to the literature 
of pathology and surgical pathology. 


GYNAECOLOGY 
By Wilfred Shaw, M.A., M.D. 


Texthook of Gynaecology. 


(Cantab.), F.R.C.S. (Eng.), F.R.C.O.G. Sixth Edition. 
(Pp. 672 + vii, with 4 plates in colour, and 304 text- 
figures. 27s. 6d.) London: J. & A. Churchill, Limited 
19582 
Contents i Anatomy. 2 Normal Histology 3 Physiology 4 
Gynaecological Diagnosis S. Malformations of the Female Cienerative 
(’rgans 6. Specific Infections of the Female Generative Organs 7 
Diseases of the Vulva 8. Diseases of the Vagina 9. Injuries of the 
Female Genital Tract 10. Diseases of the Urinary System 11. The 
Pathology of Conception 12. Pathology of Pregnancy Abortion 13 


Chorion Epithelioma 
Disorders of Menstrua- 
Inflammations of the 


Pathology of Pregnancy Hydatidiform Mole and 
14. Pathology of Pregnancy: Ectopic Gestation 18 
ton 16. Hormone Therapy in Gynaecology 17 
Uierus 18. Prolapse 19. Displacements 20. New Growths of the 
Uterus Connective lissue Tumours 21 New Growths of the 
Uterus Epithelial Tumours of the Uterus 22. Radiological Treatment 
in Gynaecology 2 Adenomyomata Adenomvosis, Chocolate Cysts 
the Ovary 24. Diseases of the Ovaries. 25. Inflammations of the Uterine 
Adnexa Inflammation of the Fallopian Tubes and Ovaries Salpingo 
OSphoritis 26. Diseases of the Broad Ligament, Fallopian Tubes and 
Parametrium Index 


The 6th edition of this well-known textbook has been brought 
completely up to date by the addition of all the most important 
recent advances in gynaecology. As the author states, however, 
there have been no drastic changes as these were made in the 
last edition. Naturally all authorities will not agree with some 
of the views expressed by Mr. Shaw. For instance, many 
gynaecologists would consider that 4 mg. of stilboestrol a day 
IS eXcessive as initial therapy in the treatment of the meno- 
pause. Also most teachers of gynaecology advise the intro 


duction of one finger first into the vagina in making a vaginal 
examination, and not two fingers as described by the author 

The chapter on new growths of the uterus, innocent and 
malignant, are 
observes 


author 
often 


The 
fibroids 


comprehensive. 
patients with 


exceptionally 


that in his experience 
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have attractive personalities and are free of the depressions 
and introspections which mark the majority of gynaecological 
patients. 

Operative technique is well illustrated and the details are 
described clearly and concisely. The author states that he 
does not consider the Fothergill’s operation to be sufficient in 
cases of procidentia but that the operation of choice is vaginal 
hysterectomy. The pros and cons of subtotal and total 
hysterectomy are well and fairly discussed and one notices 
that Mr. Shaw still keeps his patients in bed for 14 days follow- 
ing abdominal hysterectomy. 

In the author's opinion it is still too early to assess 
accurately the value of pelvic exenteration in the treatment of 
advanced carcinoma of the cervix and most gynaecologists will 
agree with him. 

This edition more than maintains the high standard always 
set by Mr. Shaw and will be of great value to the under- 
graduate student, the general practitioner and those studying 
for higher degrees in obstetrics and gynaecology. The author 
has been an examiner for the latter for many years. 


CAREERS IN MEDICINE 


Careers in Medicine. Edited by P. O. Williams, 
M.B., B.Chir., M.R.C.S., L.R.C.P. (Pp. 265 + xvii. 
London: Hodder & Stoughton Medical Publications. 


Contents Part I 


15s.) 


Preface Foreword Pre-Clinical Studies. 1. Anatomy 


2. Biochemistry, Physiology and Pharmacology Part Il: The Clinical 
Curriculum 3. General Medicine. 4. Surgery 5S. Obstetrics and Gynae 
cology art Il. =6. General Practice Academic and Teaching Posts 


8. Legal Medicine 9. Social and Preventive Medicine 10. Medical 
Literature 11, The Armed Services 12. The Civil Service 13. The 
Colonial Medical Service. 14. Other Openings Abroad 1S. Medical 
Photography 16. Some Special Aspects of Careers in Medicine for Women 
17. The Effects of the National Health Service on Careers in Medicine 


Appendices 


This is an unusual undertaking, but an extremely timely and 
necessary one. The book should find a considerable circula- 
tion amongst undergraduate students, especially as the mania 
for specialization is one which has apparently come to stay 

The undergraduate student will find useful the discussion of 
all the different aspects of medical practice as well as the 
unusual openings which the more adventurous can explore. 

Dr. Barber's chapter on general practice is certainly one 
of the most important in the book, and his opinion that there 
will always be a place in the community for the general 
practitioner, the family doctor, is one which can certainly be 
very strongly endorsed. 

Although the general approach is aimed at the situation 
which exists in the United Kingdom, this does not detract from 
the value of the book to South African students. 

The Editor is to be congratulated on establishing such a 
magnificent and experienced team of writers whose wisdom 
will be of infinite value in moulding the ambitions of the 
student and guiding the destiny of the young doctor. 


THROMBOSIS 


The Pathogenesis and Treatment of Thrombosis. By Irving 


S. Wright, M.D. (Pp. 78, with 27 figures. $3.00.) New 
York: Grune & Stratton. 
Contents: Preface. 1. Biochemical Aspects 2. Exploration Into the 
Field of Physical Chemistry As It May be Related to Blood Clotting 
3. Morphologic Factors. 4. Relationship of Malignancy to Thrombosis 
S. Familial Thrombosing Tendencies 6. Clotting Tendencies in the 


Individual Cryoglobulinemia 8. Cold Hemagglutinins 9. Influence 
of ACTH and Cortisone on Blood Coagulation. 9. Combating Thrombosis 
19 Newer Anticoagulants 11. Effect of Certain Antibiotics on the 
Dosage Requirements of Anticoagulants 12. Effect of Starvation and a 


Large Alcoholic Intake on the Anticoagulant Requirements. Summary 
References. Appendix 
The theoretical and practical aspects of thrombosis and 


embolism still occupy much attention from both the research 
worker and the clinician. This litthe monograph presents very 
briefly, but clearly and fairly completely, the present-day ideas 
and experiences on this subject. The review is panoramic 
rather than detailed. Current theories on the mechanism of 
clotting are presented briefly and the uninitiated are gently 
introduced to the contribution being made by the study of 
physical chemistry. Certain observations, while as yet not 
confirmed, may prove of practical clinical importance. Thus. 
the relative resistance to anticoagulant therapy of cases of 
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thrombosis secondary to malignant disease may be of diagnostic 
value, while the influence of ACTH, Cortisone and the newer 
antibiotics is of increasing importance with their ever-increasing 
use. 

The main subject matter occupies only 47 pages and is sup 
ported by 104 references. The second part of the book deals 
with individual anticoagulants, methods of administration and 
laboratory techniques employed in controlling anticoagulant 
therapy. 

HEADACHE 


Migraine and Periodic Headache. By Nevil Leyton, M.A., 
M.R.C.S., L.R.C.P. (Pp. 115 xii. 12s. 6d.) London 
William Heinemann Medical Books Ltd. 1952 
Contents: Preface Introduction 1 
noses 4. Examination of the Patient 5 
7. Economic and Social Considerations. 8 
10. Index 


Actiology 2. Diagnosis 3. Prog 
Treatment 6. Case Reports 


Conclusions References 


The author of this book on the treatment of headache feels that 
he has a message of hope for both the doctor and the patient 
Whether the treatment advocated by him meets with the same 
gratifying success in the hands of others remains to be seen 

The book is short, easily readable and essentially practical 
In the consideration of the various types of headache, the con 
cept of migraine revealed is very broad, but the author believes 
it 1s justifiably so. This is followed by a clearly defined scheme 
of therapy which in turn is succeeded by a series of illustrative 
case histories 

One is left with the impression that in anterior-pituitary-like 
hormone prepared from pregnancy urine one has a potent 
weapon in combating certain types of headache. 
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NEUROPSYCHIATRY 


By Stanley Cobb, A.B., 
Fifth Edition, 24s.) 


Neuropsychiatry 
x with IS figures 
Tindall and Cox 


Foundations of 
MLD. (Pp. 287 
London: Bailleére, 


Some General Problems 

System Segmental 

inal Nervous System 4 

xalvaten the 

nd Problem 7 

“nal Flo Neuropathology 

Neuritis It. Special Neuropathology 12 

Concepts Important in Medicine 14 
Index 


This book was received for review with great hopes, even 
enthusiasm. Was this at last the long sought-for text which 
could be recommended to the student as a source of basic 
information in this complicated and very difficult speciality? 
The tule of the book ts promising; the author ts a very dis- 
tinguished neuropsychiatrist with long teaching experience; this 
is actually the fifth edition of the book, indicating tts popu- 
larity. in the United States at least But these high hopes 
remain unfulfilled. Not that it is a poor book or that there 
is anything wrong with it; it is very informative and facts are 
coveyed in a simple readable style, it is up-to-date and covers 
a broad field; nevertheless one doubts if any medical student 
who has completed his courses in anatomy, physiology and 
pathology will need a book of this type. Perhaps it will serve 
a useful purpose as a revision text for the senior clinical student 
or intern about to take up a short appointment in a Depart- 
ment of Neuropsychiatry. 


CORRESPONDENCE 


RESIGNATION OF THE EDITOR 

some weeks ago 
Editor Amongst 
Lee McGregor, whose status 


To the Editor Several letters appeared 
expressing regret at the resignation of the 
them was a letter from Mr. A. 


in the profession and experience of medical publications need 
not be stressed 


One had honed that these letters would lead to a recon 
sideration of the Editor's resignation by the parties concerned. 
and that some solution to the difficulties, whatever they may 
be. would be found 

The vast majority of 
no knowledge of the 


your readers, including myself, have 
reasons for the Editor's resignation 
other than what we have been able to gather from mere 
rumours. One appreciates that it has not been possible for 
either of the parties in the dispute, if there is one, to make a 
statement in the Journal informing us of the position 

The mere silence and the lack of response to the previous 
letters tend to confirm that there has been some difficulty or 
dispute which has compelled the Editor's resignation. As far 
as we, that is the rank and file of the profession, know, the 
Editor has not resigned for personal reasons such as failing 
health (because he appeared to be very robust during the 
Congress in Johannesburg) or because he wanted to set up a 
lucrative medical editorial practice for his own benefit after 
obtaining an introduction into this sphere of activity by his 
emplovers 

We feel that no normal individual—and we assume that 
even a medical editor may be normal—would throw up a 
job at which he has proved conspicuously successful, without 
some reason 

Those of us who have been reading the South African 
Medical Journal tor the last 20 years or more, and Clinical 
Proceedings since its inception, know of the vast improvement 
in the South African Medical Journal and the excellence of 
Clinical Proceedines 

We must also assume that the authorities responsible for 
the employment of the Editor would not lightly have let 
him resign, but as we have no information and are not likel\ 
to get any on the subject. we are simply bewildered by the 
position and teel that some attempt should be made by some 
suitable intermediary to settle the deadlock 

Recent differences of opinion on other subjects amongst 
the leaders of the profession do not inspire us with a great 


deal of confidence that the resignation of the Editor is not 
due to some similar cause 

Recently we received a notification of the formation of a 
South African College of Physicians and Surgeons, and an 
invitation to apply for the various grades of Fellowship 
and Membership The circular was sent out under the 
signatures of Mr. Goldschmidt and Mr. Cole-Rous, both men 
of very senior status in the profession, and whose names 
inspire confidence Nevertheless. within a short period we 
received intimation through our Branch Council that we were 
to disregard this circular, for the time being at any rate 
Again no statements have been made by either party. We 
do not know what is the cause of this difference of opimon. 
Whatever difficulties there are in the matter could have been 
and should have been solved before it became public 

Likewise we feel that the difficulties, whatever they are, 
with the Editor should have been, and no doubt could have 
been, solved before the present position arose 

I note from the Journal of 29 November 1952 that the 
vacancy for the new Editor has not been filled. From the 
experience some of us have had in filling vacancies even for 
a junior typist, we doubt whether the post will be easily filled 
In the meantime we stand to lose the services of an expert 
employee, to put it on no higher basis. I suggest, therefore, 
that the matter should be reviewed by the various Branch 
Councils. or that an independent mediator, say the President 
of the Bar Council or a retired Judge, should be asked to 
mediate and attempt to solve the difficulties, if I am right in 
my assumption that such difficulties exist. If there are no 
such difficulties then a statement should be published to that 
effect 

M. Weinbren 

The Chamber of 
P.O. Box 774, 
Johannesburg 

December 


Mines Hospital! 
1952 


THe Cottect OF PHYSICIANS AND SURGEONS Of 
SoutH AFRICA 


Professor Erasmus, in the Journal of 
emphasizes that a need for a College ts 
contact between its members and encourage the 
proficiency in all spheres of medical endeavour ’. 


Editor 
195? 


lo the 
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search for 


ontents boreword Pretace 
Ana ? and Physiology 2 
ind Suprasegmental Aspects 
M ind Love 
( x 6. Consci 
10 The Permpheral Nerve and 
t Ss Psy 
ae 


It is for this 


reason that | have come forward as a 

prospective member 
As a full-time government official 1 has fallen to my lot 
to work in areas remote from universities and provincial 
hospitals. Nonetheless, | am eager for all the teaching and 
help that these institutions can afford. I look upon the 


College as another opportunity to establish a medical library, 
to encourage investigations into local problems and to create 
appointments such as the Hunterian Lectureships. 

The College is to be governed by a Council of 12 office- 
bearers who are to be elected by the Fellows. Thus the 
Members are to play a small part in directing the College 
if a Member feels that the College is not serving a useful 
purpose, he may have his name removed from the register 
by ceasing to pay the annual subscription. 

D. Anderson. 
Van Riebeeck Street, 
White River 


8 December 1952 


X-Ray TREATMENT OF ACUTE PERIODONTITIS 

To the Editor: Some 10 months ago | was obliged to visit 
my dentist on account of an acute periodontitis of the left 
upper central incisor. 

The tooth was exquisitely painful and tender. 
and there seemed little chance of saving it. 
advised extraction. 
The prospect of losing a tooth in such a prominent position 
made me think of the possibility of response of the 
membranous inflammation to X-ray therapy. 

After 2 anti-inflammatory doses to the tooth, all pain and 
tenderness subsided. At the termination of the course, con- 
sisting of 5 applications of X-rays on alternate days, the tooth 
had become normally fixed 

Since that time, | have had an opportunity of treating 15 
cases of acute periodontitis with the same success. 

Two months ago, I developed periodontitis of the left lower 
canine and treatment resulted in complete recovery. 

I feel that it is Opportune to record these initial experiences, 
as it is possible that many dental extractions for acute 
periodontitis might be avoided by the use of X-ray therapy. 


J. N. Jacobson. 


It was loose 
My dentist 


Barclays Bank Buildings, 
St. George's Street, 
Cape Town 


10 December 1952 


Mepicat INSURANCE AND THE MEDICAL PROFESSION 

lo the Editor: Your correspondent Honi soit qui mal y pense 
in a recent issue of the Journal offered constructive criticism 
about the Medical Congress held in Johannesburg. 

Inter alia he said: *‘One must object to the Prospectus of 
an Insurance Company which, for some reason, omitted to 
state that only persons of a certain age are accepted by them. 
The Company should perhaps apologise for the inconvenience 
caused to so many 

As Chairman of the Professional Provident Society of South 
Africa I wish to apologise for any inconvenience and to state 
that the circular (not a prospectus) was inserted into every 
official brochure handed out at the Congress. This facility 
was granted by the Medical Association te this Society only, 
as it is not a commercial firm and is a non-profit organiza- 
tion run for the Benefit of members of the Medical, Dental 
and Pharmaceutical Societies 

Apparently a large body of medical men does not realize 
the advantages to be gained by joining this Society. It is 
officially recognized by the Medical Association, which has a 
representative (Dr. T. Schneider) on the Committee, which 
consists only of professional men. Any member can apply 
to jon the Society providing he or she is under 51 years of 
age and the Secretary (Box 6268. Johannesburg) would wel- 
come enquiries 

If vour correspondent would care 


me I shall 
be pleased to explain the workings of 


At present 


to contact 
the Society. 
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we have £50,000 invested and it is in 
and woman's interest to join now. I must reiterate that the 
Professional and Provident Society of South Africa is not 


a commercial company—it is your very own if you become 
a member. 


every medical man’s 


V. N. Gordon, M.B., Ch.B. 
400 Louis Botha Avenue, 
Bagleyston, 
Johannesburg. 
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Mutata PotisoninG Per Vaginam 


To the Editor: 
your readers. 

On 9 April 1952 a Lovale woman was brought to hospital 
by her relatives because ‘she had poisoned herself by insert- 
ing roots of the mutata tree into her vagina.’ 

Although badly shocked she was able to tell the ae 
story: A man had offered her 3 shillings to live with 
This she had done for some time, but now felt that he might 
as well marry her. When she asked him, he became very 
annoyed, told her that he would leave and demanded his 
3 shillings back. She felt so depressed that she wanted to 
die and inserted some powdered roots of mutata into her 
vagina. The relatives, on hearing this, cleared out her vagina 
and rushed her to hospital. 

The patient was an elderly African woman in a severely 
shocked condition. Her body felt cold and clammy and the 
pulse was rapid (over 130 per minute) and hardly perceptible. 
Her temperature was normal. She vomited repeatedly and 
complained of palpitations but no pain. Her condition 
deteriorated steadily and she died about 12 hours after admis- 
sion. 

A post-mortem eXamination was 
following findings: 


The following cases might be of interest to 


carried out with the 
Multiple submucous haemorrhages in the 
larynx, trachea, bronchi, stomach, intestines, bladder and 
uterus. Large haemorrhagic area in the left lung. Com- 
plete necrosis of the vaginal mucosa. 

A second case occurred on 6 June 1952. The dead body 
of a Lovale woman was delivered to the mortuary with the 
following history : 

After a quarrel with her husband involving the sum of 2d., 
this woman had threatened to kill herself. She repeated her 
threat next morning, 5 June, but was not taken seriously. In 
the afternoon the husband, however, found her lying in her 
hut, very ill and weak. To help her. he called another 
woman who discovered parts of a root in the vagina, took 
her to a stream and washed her out. 

Death occurred during the following night. The symptoms 
as described by the villagers were persistent vomiting, rest- 
lessness and severe abdominal pain; haemorrhage from the 
vagina and extreme weakness. 

This all happened while I was on tour: 
examination, therefore, could not be carried 

Medical Officers stationed at Balovale have. in their Annual 
Reports, repeatedly mentioned this form of suicide, e.g. in 
1943 Dr. J. W. O. Will reported 8 deaths from this cause 
in the Balovale district. Amongst them were 2 young girls 
who had the root introduced into the vagina by an African 
doctor in an effort to procure abortion. 

From local information available it appears that the 
mutata (Securidaca longipedunculata) tree is very common in 
the Balovale and Mwinilunga districts and that its poisonous 
properties are well known to the populace. Suicide by mutata 
seems, however, to be confined to the Lovale people 


a post-mortem 
out 


even in 
Barotseland, where cases also occur, it is restricted to tribes 
of Lovale origin. Informants are emphatic that the root 


scrapings are only poisonous when introduced into vagina or 

rectum and that they are harmless by mouth. They are, in 

fact, taken as an infusion for coughs and various other ills. 
1 am grateful to the Director of Medical Services, Northern 

Rhodesia, for permission to publish this letter 

W. Gilges 

Balovale, 

Northern Rhodesia 

1S December 1952 
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has a definite place. Habitual and threatened 
abortion due to corpus luteum hormone defi- 
ciency may be prevented in the majority of women. 
Functional Uterine Bleeding associated with hyper-plastic 
endometrium responds with cessation of haemorrhage, and 
not infrequently, normal menstrual cycles are maintained 
thereafter. Secondary Amenorrhoea is correctible by cyclic 
administration of PRANONE, and in about one-third of 
patients, regular menses will follow for many months. 
Dysmenorrhoea and Premenstrual Tension can usually be relieved, 
especially if corpus luteum hormone is inadequate. 


PAGNIORN BE: 


CHEMICALLY IDENTICAL WITH 


PROLUTON BRAND 


PRANONE AMPOULES, pure progesterone in oil for intramuscular 
injection, available in 2, 5 and 10 mg. strengths. PRANONE-C 
TABLETS, anhydrohydroxy progesterone, orally effective progestin 
may be substituted if tablet administration is indicated. Available 


in S and 10 mg. tablets 


chering CORPORATION, BLOOMFIELD, USA. 
Sole Distributors : 
SCHERAG (PTY.) LTD, P.O. BOX 7539, JOHANNESBURG. 
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KAAPSTAD : CAPE TOWN 
Posbus 643. Telefoon 2-6177 : P.O. Box 643, Telephone 2-61 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(895) Partnership share in practice of Specialist Physician 
Details on application 
(1132) East Griqualand. Opportunity for highly lucrative 
unopposed = practice Rich European tarming area bounded 
by large native territory, D.S. appointment. Beautifully built 
large 7 roomed house on 3 erven. New Diesel lighting plant 
fully automatic generating 230 Volts £4,000 required for 
house, lighting plant. Easy terms 
(1133) Noord-Kaapland. Dorp met verpleeginrigting en goeie 
skool, Uitstekende praktyk met drie aanstellings. Inkomste 
jaar eindigende Junie 1952, £2,500. Spreekkamers te huur. 
Premie van £600 vir klandisiewaarde sluit in geneesmiddels, 
spreckkamermeubels, ens 
(746) Large dispensing practice, mainly non-European 
Average annual cash receipts approx. £5,200. £5,500 required 
for premium, drugs and surgery furniture. Details on applica- 
thon 


ASSISTENTE PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 
(1175) Cape Town, Northern Suburb. From 7 to 24 January 
Experienced locum. Knowledge of Afrikaans essential 
(1180) Northern Cape. For January or February. £3 3s. Od 
per day plus all found. Car provided 
(1225) Cape Town, Northern Suburb. From 16 January to 
end February in partnership practice 
(1227) Cape Town. 18 December to 1S January or 1 January 
to 21 January. £3 3s. Od. per day plus board and lodging 
plus petrol and car service 
CONSULTING ROOMS REQUIRED 
(1228) 2 rooms and waiting room to share in central Cape 


Town 


JOHANNESBURG 

Medical House. 5 I sselen Street Telephone 44 9134-5, 44-08 17 
Mediese Huis, Esselenstraat § Telefone 44-9134-5, 44-0817 

PRAKTYRE TE KOOP : PRACTICES FOR SALE 
(Pe S34) Progressive Transvaal dispensing practice. Average 
gross income £3,500 per annum. Excellent surgical facilities 
Premium required £2,500 and the tollowing terms could be 
arranged: £1,250 deposit and the balance over a period of 
18 months, starting 3 months after the cash payment. The 
premium inc udes drugs, furniture and fittings, estimated at 
t800. Two transterable appointments worth £230 per annum 
(Pe SS) Transvaal hospital town dispensing practice. Gross 
income over £6,000 per annum. It ts essential that this practice 
be worked by two men, one to be a surgeon Premium 
required £3,500. and terms could be arranged. Practice can 
only be sold if house and surgery are bought for cash. Details 
on application 
(Pr S54) Established branch practice in Johannesburg. Annual 
income £1,000. Premium required £500. Very much scope for 
expansion 
(Pr $60) Prescribing practice in Southern Rhodesia. Monthly 
income approximately £500. Very modern hospital. Will suit 
doctor interested in surgery and midwifery. Premium required 
£5,000, and terms will be accepted 
(Pe $62) Ovos-Transvaal. Goedgevestigde praktyk. Medisyne 
word aangemaak. Inkomste van ongeveer £2,500 per jaar 
Premie vercang t1,000 en kan in maandelikse paaiemente 
atbetaal word, en sluit voorraad medisyne en instrumente in 
Hus te huur teen £10 p.m. met opsic om te koop 
(Pr $63) Goedgevestigde Vrystaatse praktyk. Medisvne word 
aangemaak. Jaarlikse inkomste £2,400 Premie verlang is 
£1,000 en sluit voorraad medisyne en spreekkamermeubels in 
Goeie kanse vir uitbreiding 
(Pr $64) Excellent non-European practice near Johannesburg 
Established in 1944 Average annual income £5,000 cash 
Premium required is £2,000 cash or £2,500 on terms payable 
us follows: £1,000 deposit and the balance over a period of 
18 months. The premium includes instruments and equipment 


worth £3,000 
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AGENTSKAP-AFDELING 


Pr $65) Northern Transvaal hospital town 
preseribing practice 
scope for 
can be arranged 
certain instruments 
PARTNERSHIPS OFFERED 
(P O14) High-class Johannesburg practice. Two partners (one 
Jewish and one English-speaking) are urgently required for 
a Well-established general practice. Especially men interested 
in Obstetrics Preference will be given to Johannesburg 
doctors and men with strong personalities. £2,000 premium 
required in each case, preferably paid cash. Please apply in 
writing 
(P Old-established firm in large centre in Rhodesia 
requires fwo gentile partners as soon as possible. Please 
apply for full details 
(P OL A Jewish partner is required for an excellent Eastern 
Transvaal dispensing practice. Must be a married man and 


over thirty years of age, and must have some surgical 
experience 


Old-established 
Month!) income £140. Excellent 

Premium required is £750 and terms 
Premium includes surgery furniture and 


* 


DURBAN 

112 Medical Centre, Field Street. Telephone 24049 
PRACTICES FOR SALE : PRAKTYKE TE KOOP 

(PD14) Non-European dispensing practice in rapidly expand- 
ing industrial and residential area, 11 miles from centre of 
coastal City. At present no night or after hour calls, no week- 
end or surgical work undertaken. Practice could be improved 
it run on a full-time basis, otherwise ideal as a subsidiary 
practice lurnover for twelve months ended 31 June 1952 
averaged £170 per month. Total expenses including car and 
travelling expenses, £50 to £60 per month. Premium £750 
including drugs, instruments and furniture. 
(PO1S) General practice established 1941 at pleasant residen- 
tal and seaside resort about 10 miles south of Durban 
Annual income approximately £1,000 No major surgery, 
minimum of minor surgery and only emergency midwifery 
being done at present Brick house with consulting room 
attached, for sale at £5,250. Owing to ill health owner wishes 
to retire early in the new year. Premium £1,250 including 
drugs. surgery and dispensary furniture 
(P46) General practice Pietermaritzburg. Centrally 
situated European and non-European consulting rooms. Scope 
tor surgery and midwifery. For immediate sale at £750 includ 
ing drugs, surgery furniture 

LOCUM REQUIRED 
(122) Pondoland. From 1 December 1952 to 30 June 1954 
Par.nership practice and the senior partner will be remaining 
in the practice The partners do not work after 4.30 p.m 
during the week and | p.m. on Saturday. Mostly Native work 
Salary £60 £75 per month, depending on experience, plus free 
board and lodging. and transport allowance, if locum uses 
his own cat 
(106) Zulviand. From 30 December to 30 January 1953 
{2 12s. 6d. per day. car allowance. Single man or woman 
Must possess own cal Genera! country practice. Senior 
partner of the firm will be present throughout, living 8 miles 
away 
(116) Near Durban. January 1953. t2 12s. 6d. per day, board, 
lodging Own car desirable Afrikaans essential Mixed 
general practice, with R.M.O. appointment 
(120) Near Durban. From 1 January 1953 tor approximately 
14 days. t2 12s. 6d. per day, board and lodging and car 
expenses. Locum should possess his own car. Must be able 
to dispense as this is a mixed general dispensing practice for 
non-Europeans only Not much night work. Suitable for 
elderly man 
(123) East Griqualand. From 1 January for one month 
t? Ils. 6d. per day. free board and ledging and car allowance 
Locum must possess his own car. This is a general practice 
with small R.M.O. and DS. appointments. Very occasional 
mght and week-end work. No major surgery. One weekl\ 
district clinic tour 
(124) From 1S to 28 January. Natal country practice. Locum 
hould possess own car. £3 3s. per day, all found 
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‘CYSTOPURIN’ 


TABLETS 


safe internal antiseptic for the 


eflective treatment of cystitis, pvelitis. and similar 


urinary infections, “Cystopurin’ is a combination 


of hexamine and sodium acetate which exerts its 


bactericidal efleet in acid or alkaline urime. 


The tablets are pleasant to take and are most 


unlikely to produce toxic symptoms. Dietary 


restrictions and urine testing are unnecessary when 


‘Cystopurin’ is used. 


Further information on request to 


BRITISH CHEMICALS AND 
BIOLOGICALS (S.A.) (PTY.) LIMITED 


259 (Commissioner Street. Johannesburg. 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 
VACANCIES: MEDICAL STAFF 


Applications are invited from registered European medical 
practitioners for appointment to two posts of medical prac- 
tiioner, Grade A, on the staff of the Livingstone Hospital, 
Port Elizabeth, with salary at the rate of £500--600—660- 
720 per annum. 

In addition to the rate of pay indicated, a variable cost-of- 
living allowance at rates prescribed from time to time by the 
Administrator of the Province, is payable. (Current rates: 
Single, £100 per annum; Married, £320 per annum). 

The privileges of free board, quarters and laundering are 
not attached to these posts. 

The conditions of service are prescribed by the Hospital 
Board Service Ordinance No. 19 of 1941 (Cape) and the 
regulations framed thereunder 

Applications must be made on the prescribed form (Staff 
23), which is obtainable from the Medical Superintendent of 
the Provincial Hospital, Gipson Road, (P.O. Box 80) Port 
Elizabeth, to whom applications must be addressed to reach 
his office as soon as possible. 


Port Elizabeth 
11 December 1952 (3476) 


Divisional Council of Montagu 
PART-TIME MEDICAL OFFICER OF HEALTH 


Applications are invited for the post of part-time Medical 
Officer of Health at the inclusive remuneration of £120 per 
annum. 

Applicants must furnish full details of qualifications. Ser- 
vices to commence as soon as possible. 

Copies of the Memorandum of Agreement covering the 
duties and conditions of appointment can be obtained from 
the undersigned 

Applications in sealed envelopes marked *M.O.H.’ must 
reach the undersigned not later than Monday 12 January 
1953. 

Canvassing of councillors will be a disqualification. 


P.O. Box 36 J. P. le Grange 
Montagu Secretar) 
1 December 1952 


Afdelingsraad van Montagu 
DEELTYDSE GENEESKUNDIGE GESONDHEIDS- 
BEAMPTE 
Aansoeke word ingewag om die betrekking van deeltydse 
Geneeskundige Gesondheidsbeampte teen ‘n allesinsluitende 

besoldiging van £120 per jaar 

Applikante moet volledige besonderhede van kwalifikasies 
meld. Dienste moet so spoedig moontlik aanvaar word. 

Afskrifte van Die Memorandum van Ooreenkoms betref 
fende die pligte en voorwaardes van aanstelling kan van 
die ondergetekende verkry word. 

Aansoeke in verseelde koeverte gemerk  .Gesondheids 
beampte’ moet die ondergetekende nie later dan Maandag 1? 
Januarie 1953 bereik 

Stemwerwing by raadslede sal ‘n diskwalifikasie wees 


Posbus 36 J. P. le Grange 


Montagu Sekretaris 
1 Desember 1952 


Partnership Wanted 


Married Jewish doctor, aged 30, requires partnership in well 
established practice. Commencing | February 1953. Write 
‘A. O. SS”, P.O. Box 643, Cape Town 


5450 
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Southern Rhodesia Government 
VACANCY: MEDICAL OFFICER 


A vacancy exists for the appointment of a full-time Medical 
Officer in the Southern Rhodesia Defence Force. 

The successful applicant will be required to attest in and 
serve under the conditions of service of the Southern Rhodesia 
Staff Corps 

The appointment will be in the rank of Captain, and the 
following rates of pay and allowances will be applicable: 


Pay Cost of Total 

Living 
Ist year £930 £27: £1,203 
2nd year £959 £279 £1,238 
ird year £987 £282 £1,269 
4th year £1,016 £290 £1,306 


A married member, in addition to the above, will be paid 
up to a maximum of £180 per annum Quarters Allowance it 
Government quarters are not provided. In addition, a child 
ren's allowance is payable, if applicable. 

The officer will be on the staff of the Director of Medical 
Services 

Duties will consist of medical attention to Permanent Force 
personnel and their dependants which includes domiciliary 
visits and treatment in Government hospitals to which medical 
officers have full access, the supervision of Territorial Force 
medical services and such other duties as the Director of 
Medical Services may direct. 

Previous experience of service medicine is desirable but not 
essential 

Applications should be addressed to: The Secretary. Office 
of the High Commissioner for Southern Rhodesia, Rhodesia 
House, 429, Strand, London, W.C.2 (6529) 


. 2 J = 
Publie Service Commission 
VACANCIES IN THE PUBLIC SERVICE 
1. The attention of medical practitioners, registered with the 
South African Medical and Dental Council, is drawn to an 
advertisement appearing in the Government and Provincial 


Gazettes of this week, inviting applications for the undermen- 
tioned posts: 


Department 
Post Administration Salary Scale 
£ 

Medical Inspector Natal Provincial Adminis- 950 x 50—1,300 

of Schools tration (Education De- 

partment) 

Medical Inspector Health(Durban and Cape 1,000 x $0-1,200 

Town) 

Health (King George V 
Hospital, Durban) 
District Surgeon, Health (Johannesburg 
Grade Il and Potgietersrust) 


Medical Officer 900 x 50 1,150 


900 x 50-—1,150 


2. In addition to salary, a cost-of-living allowance at the rate 


of £320 per annum (married) and £100 per annum (single) is 
payable at present 
3. It is emphasized that full and detailed particulars of qualiti- 
cations and previous experience must be furnished but original 
certificates and testimonials should not be submitted. Applica- 
tion forms 7.83 and P.S.C.8 (a) are obtainable from the Secretary, 
Public Service Commission, Pretoria, to whom filled-in forms 
must be addressed 
4. The closing date for the receipt of applications is 17 January 
1953. 
38912 


Practice for Sale 
Western Cape dispensing practice 
income £3,200 


One appointment. Gross 
Goodwill, drugs, instruments, etc., £1,500 


House with rooms attached for sale £4,000. Write * A. O. X.’, 
P.O. Box 643, Cape Town 
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Department of Mines 
VACANCY FOR RADIOLOGIST 


Applications are invited for appointment on contract, for a 
period of three years renewable on the recommendation ot 
the Public Service Commission, as radiologist on the establish- 
ment of the Silicosis Medical Bureau, Johannesburg, with 
salary at the rate of £1,850 per annum fixed. Cost-of-living 
allowance at Public Service rates at present amounting to 
£320 per annum in the case of married and £100 per annum 
in the case of single officers, is also payable. 

Candidates must be South African citizens or citizens of a 
Commonwealth country or citizens of the Republic of Ireland, 
bilingual and have resided in the Union of South Africa or 
in South West Africa for at least three years and be 
registered with the South African Medical and Dental Coun- 
cil as medical practitioners and be fully qualified radiologists 
in possession of a diploma in medical radiology. 

Applicants must submit full and detailed particulars of their 
qualifications and previous experience but original certificates 
and testimonials should not be submitted in the first instance. 
The successful candidate will be required to submit satisfac- 
tory certificates of birth and health. 

Apptication must be made on the prescribed forms Z.83 
and P.S.C.8(a) which are obtainable from the Secretary for 
Mines. New Standard Bank Buildings, Church Square. 
Pretoria, to whom completed forms must be addressed. 

Closing date 31 January 1953 (38936) 


Departement van Mynwese 
VAKATURE VIR RADIOLOOG 


Aansoeke word gevra om aanstelling op kontrak vir ‘n tydperk 
van drie jaar, wat op aanbeveling van die Staatsdienskom- 
missie hernu kan word, as radioloog op die diensstaat van dic 
Mediese Silikoseburo, Johannesburg, met ‘n vaste salaris van 
£1,850 per jaar. Lewenskostetoelae teen die Staatsdienstarief 
wat op die oomblik £320 per jaar in die geval van getroude 
en £100 per jaar in die geval van ongetroude beamptes bedra. 
is OOk betaalbaar 

Kandidate moet Suid-Afrikaanse burgers of burgers van 'n 
Statebondsland of burgers van die Republick lerland en twee- 
talig wees en moet minstens drie jaar in die Unie van Suid 
Atrika of in Suidwes-Afrika gewoon het en geregistreer wees 
as mediese praktisyn by die Suid-Afrikaanse Geneeskundige 
en Tandheelkundige Raad en moet behoorlik gekwalifiseerde 
radioloé wees in besit van ‘n Diploma in Mediese Radiologie. 

Applikante moet volledige besonderhede betreffende 
kwalifikasies en vorige ondervinding verstrek maar oorspronk- 
like sertifikate en getuigskrifte moet nie in die eerste plek 
ingedien word nie. Die suksesvolle kandidaat moet 
bevredigende geboorte- en gesondheidsertifikate indien. 

Aansock moet gedoen word op die voorgeskrewe vorms 
7.83 en S.D.K.8(a) wat verkrygbaar is van die Sekretaris van 
Mynwese. Nuwe Standaardbank-gebou, Kerkplein, Pretoria, 
aan wie ingevulde vorms gerig moet word. 


Sluitingsdatum 31 Januarie 1953 (38936) 


Practice for Sale 


Eastern Cape, dispensing practice in town with recently 
opened small hospital. Goodwill, drugs, furniture, instru- 
ments, at £1,250. Newly installed X-ray equipment for sale 
separately at £1,150. Roomy surgery rented. Gross income 
about £2,300. House for sale at £3,000. Owner intends 
studving further. Write ‘A. O. E., P.O. Box 643, Cape Town 


Medical Practice for Sale 


The excellent practice formerly carried on by the late Dr. 
F. F. A. Augsburger at Thaba "Nchu, Orange Free State (40 
miles from Bloemfontein), is offered for sale together with 
the surgery and dwelling house standing on Erven Nos. 208, 
209, 210 and 211, with equipment, instruments and medicines. 
Clientele mainly Native (cash business). For further informa- 
tion apply to the Standard Bank, Bloemfontein, or to Mrs. 
G. J. M. Augsburger, Thaba "Nchu. 


nS Mepicat House, 35 Wale Street, Cape Town. 


<t.Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THE MEDICAL ASSOCIATION OF SOUTH AFRICA, 
P.O. Box 643. Telephone 2-6177. 


Telegrams: ‘Medical’ 
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RADIOGRAPHIC RULE OF THREE 


The SPEED you need is yours when film, screens, and chemicals 
bear the Kodak label. Then, because these products are made to 
work together, the radiographer is assured the utmost in speed 
in every step, from initial exposure to final processing . . . 
and the maximum diagnostic value. 

KODAK PRODUCTS FOR RADIOGRAPHY 
Blue Brand and ‘Kodirex’ X-ray Films . . . ‘Flurodak’ 
and ‘Fluropan’ Films for mass miniature radiography 
. . . High Definition and Ultra Speed X-ray Inten- 
sifying Screens . . . Exposure Holders . . . X-ray 
Developers, Developer-Replenishers and Fixers .. . 
Processing Units and Drying Cabinets . . . Safelight 
Lamps . . . Hangers, Thermometers . . . Film Corner 
Cutters . . . Illuminators. 


3 KODAK’ CHEMICALS 


‘KODAK’ is a registered trade mark 


POST GRADUATE of 


toxins 


Surgical or Dental Examination? 


Send Coupon below for valuable publication 


“GUIDE TO MEDICAL EXAMINATIONS” 


PRINCIPAL CONTENTS 


The Examinations of the Qualifying Bodies. 
The M.R.C.P. London and Edinburgh 
Diploma in Anaesthetics. 

The Diploma in Tropical Medicine. 

Dipioma in Ophthalmology. 

Diploma in Psychological Medicine. 

Dipioma in Child Health. 

Dipioma in Industrial Health. 


THE SECRETARY 
MEDICAL 
CORRESPONDENCE 
by COLLEGE 
postal study in S. Africa beck Street. 
and come up to Great 10 Wes a don, W.1. 
Str. —Please send me a copy of your 
at 
to “Guide to Medical Examinations 


tuition. 


Ezaminations in which tnterested 


graduate by return. PHARMACAL PRODUCTS (PTY.) LTD. 


DIESEL STREET, PORT ELIZABETH 


°. 
South African Offices: P.O. BOX 2239, DURBAN, NATAL. 1] & 12 Guildford Street, Cd. 


Asynergistic combination 
of Bile Extract, Yeast 
and Lactic Ferments. 


Indicated in 
CONSTIPATION, 
INTESTINAL 
STASIS and 
ALIMENTARY 
TOXAEMIAS. 


Available in bottles of 50 
tablets. 


Agents f or: 
The Anglo-French 
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*KODAK’ SCREENS- 
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the ‘spreading factor’. 


‘Te A. 


in paediatrics 


/ Benger Laboratories 
“PU 


apreparation of the enzyme hyaluroni- Hyalase ' is also widely used to facili- 
dase extensively employed as an aid tate local anaesthesia in obstetric and 
to subcutaneous rehydration therapy orthopaedic practice and has recently 
is of particular value to infants. been found of value in plastic surgery. 


Octails of these and other apo/ications are obtainable en request. 


BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 
259 COMMISSIONER STREET, 
JOHANNESBURG. 
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Phone 22-1915 P.O. Box 5788 


